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TOMAH VAMC: EXAMINING QUALITY, ACCESS, 
AND A CULTURE OF OVERRELIANCE ON 
HIGH-RISK MEDICATIONS 


MONDAY, MARCH 30, 2015 

U.S. Senate, 

Committee on Homeland Security 
AND Governmental Aefairs, 

Washington, DC. 

The Committee met, pursuant to notice at 1 p.m., in Cranberry 
Country Lodge, 319 Wittig Road, Tomah, Wisconsin, 54660, Hon. 
Ron Johnson, Chairman of the Committee, presiding. 

Present: Senator Johnson, Senator Baldwin, Hon. Jeff Miller, 
Hon. Ralph Abraham, Hon. Tim Walz, Hon. Ron Kind, Hon. Sean 
Duffy, and Hon. Mark Pocan. 

OPENING STATEMENT OF SENATOR JOHNSON 

Chairman JOHNSON. This Joint Field Hearing of the Senate Com- 
mittee on Homeland Security and Governmental Affairs and the 
House Committee on Veterans’ Affairs is called to order. 

Good afternoon. I would like to begin by thanking Chairman Mil- 
ler of the House Veterans’ Affairs Committee for his collaboration 
and leadership in holding today’s hearing. I would also like to 
thank all of our colleagues for their participation. 

Today’s hearing has been called to examine the disturbing allega- 
tions surrounding the Veterans Affairs Medical Center (VAMC) 
here in Tomah. 

The primary goal of this hearing — and of all of our future ac- 
tions — is to help prevent tragedies like the ones we will hear about 
today from happening to other veterans and their families. 

I first became aware of the problems at the Tomah Department 
of Veterans Affairs (VA) following news reports in January of this 
year. I immediately assigned committee staff to launch an inves- 
tigation into what had occurred — and was occurring — at Tomah, 
and the VA’s reaction to it. Here is what we have found so far. 

In April 2003, Dr. David Houlihan was disciplined by the Iowa 
Board of Medicine for having an inappropriate relationship with a 
psychiatric patient. According to the Executive Director of the 
Board of Medicine, the sanction should have been serious concern 
for any future employers. 

In 2004, Dr. Houlihan was hired as a psychiatrist at the Tomah 
VA Medical Center. 

In August 2005, Dr. Houlihan became Chief of Staff at the 
Tomah Medical Center. 


( 1 ) 
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In November 2007, Kraig Ferrington, a veteran who sought 
treatment at the Tomah facility for medication management died 
from a lethal mixture of drugs. Autopsy reports showed Mr. 
Ferrington had seven drugs in his system. 

In April 2009, it was known and documented by employees of the 
Tomah VA that many of Dr. Houlihan’s patients called him “the 
Candy Man.” And they were concerned that veterans were “pre- 
scribed large quantities of narcotics.” Again, that was April 2009. 
Almost 6 years ago. 

In June 2009, Dr. Noelle Johnson was fired from Tomah for re- 
fusing to fill prescriptions that she believed to be unsafe. Dr. John- 
son had raised concerns to her superiors and sought guidance from 
the Iowa Medical Licensing Board and later spoke with the Drug 
Enforcement Administration (DEA) about Dr. Houlihan. 

In July 2009, Dr. Chris Kirkpatrick was fired from Tomah. Dr. 
Kirkpatrick had raised concerns to his union about over-medication 
at Tomah. Tragically, later in the day of his termination. Dr. Kirk- 
patrick committed suicide. 

In August 2011, the VA Office of Inspector General (OIG) re- 
ceived an anonymous complaint about overprescription and retalia- 
tion by Dr. Houlihan at Tomah. 

In March 2012, a second anonymous complaint was filed with the 
Inspector General (IG) against Dr. Houlihan. The Office of Inspec- 
tor General examined 32 separate allegations during its 2 V 2 year 
long inspection. 

In March 2014, the Office of Inspector General finished its in- 
spection of Tomah and administratively closed the case without 
making it public. 

On August 30, 2014, Jason Simcakoski died in the Tomah mental 
health wing as a result of “mixed drug toxicity.” Simcakoski was 
a patient of Dr. Houlihan’s. His autopsy revealed he had over a 
dozen different medications in his system. 

In September 2014, Ryan Honl began lodging whistleblower com- 
plaints about patient safety and quality of care at Tomah. 

On January 8, 2015, this year, the Center for Investigative Re- 
porting published an article detailing over prescription and retalia- 
tion at Tomah. The article revealed that veterans and employees 
referred to the Tomah VA Medical Center as “Candy Land.” 

On January 12, 2015, Candice Delis brought her father, Thomas 
Baer, to the Tomah VA Urgent Care Center with stroke-like symp- 
toms. Mr. Baer waited for over 2 hours for attention. That day, the 
facility’s only computerized tomography (CT) scanner was down for 
routine preventive maintenance. Mr. Baer passed away 2 days 
later. 

On February 6, 2015, the Office of Inspector General finally post- 
ed its Tomah health care inspection report on its website. 

We continued to gather the facts about what occurred at Tomah. 
Our investigation is far from over. Revelations of the problems at 
Tomah have prompted additional whistleblowers to contact our 
committee with information that indicates systemic problems with- 
in the VA health care system. 

It is important to acknowledge and thank the members of the 
media that have uncovered, reported and highlighted the problems 
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within the VA health care system. Without a free press, few if any 
of these problems would have ever seen the light of day. 

Legislatively, this hearing is just the first step. In order to solve 
a problem, we must fully understand it and be willing to admit we 
have one. To that end, today we will hear from surviving family 
members, former employees, and representatives from the VA and 
the VA Office of Inspector General. 

Tragically, we will hear the stories of two families, the 
Simcakoski and the Baer families, who lost loved ones during their 
treatment at the Tomah facility. They have many questions and 
they have a right to have those questions answered. 

I want to the convey this Joint Committee’s sincere condolences 
to the family members and friends of Jason Simcakoski, Thomas 
Baer, Kraig Ferrington, and Dr. Kirkpatrick. We thank them for 
being here today so that Wisconsin and the American people can 
hear their stories firsthand. 

The lack of public knowledge and scrutiny of the problems — not 
only at Tomah, but at other VA healthcare facilities — indicates that 
transparency and accountability both within the VA and the VA 
Office of Inspector General must be improved. 

As the last 2 months have shown, the crucial first step in im- 
proving service and the quality of care in the VA health care sys- 
tem is a process for transparent disclosure. 

In spite of the revelations regarding the Tomah facility, I still be- 
lieve that the vast majority of men and women working in Wiscon- 
sin’s VA facilities are dedicated to providing quality care to the fin- 
est among us. 

Nevertheless, the VA and the VA Office of Inspector General 
must take necessary steps to ensure that substandard clinical prac- 
tices and the retaliatory tactics used at Tomah never occur or go 
unreported again. 

We owe our veterans the best possible treatment and care. Hope- 
fully, with proper oversight, increased transparency and swift ac- 
countability within the VA, that goal will be achieved. Chairman 
Miller. 


OPENING STATEMENT OF CONGRESSMAN MILLER 

Chairman Miller. Thank you very much, Mr. Chairman. I am 
Jeff Miller, Chairman of the House Committee on Veterans’ Affairs. 
I am from the First District of Florida. 

And, while I am here under circumstances that are disturbing, 
to say the least, I am grateful to be in Tomah with each and every 
one of you this afternoon. 

Ladies and gentlemen, those of us up here on the dais right now 
are from different political parties, different houses of Congress, 
different parts of this State and different parts of the country. But 
let me say this, we are all united here in Tomah today, because 
partisanship, stovepipes, and gridlock have no place where our Na- 
tion’s veterans are concerned. 

Let me begin my statement by expressing my condolences to the 
Simcakoski family and the Baer family and to all of you here today 
who have lost loved ones or have been left to carry the scars of poor 
treatment by the Tomah Department of Veterans Medical Center. 
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However, let me assure you that your pain serves a purpose and 
your calls for help and change have been heard. 

Concerned employees and worried veterans have tried to blow 
the whistle here for years, only to be met with seemingly silence 
by the Inspector General and the Department of Veterans Affairs. 

When the problems finally got the attention that they deserved, 
the IG and the VA learned what so many here had known and 
been saying for a long time. Some providers were recklessly pro- 
viding opioids and other high — risk medications that, in some 
cases, were actually harming veteran patients and that facility and 
the Veterans Integrated Service Network (VISN) leaders allowed a 
culture of fear, reprisal and retribution to fester until it infected 
staff morale and impacted patient care. 

Unfortunately, many of the issues surrounding medication man- 
agement and a lack of accountability that we are going to discuss 
today are not outliers, but they are symptoms of system-wide 
issues that our veterans and their families face in communities like 
this one every single day. 

I recognize that pain — particularly the chronic pain and accom- 
panying comorbid conditions that many of our veterans experi- 
ence — is complex and difficult to treat. 

I also recognize that VA is joined by the medical community at 
large in grappling with how best to treat chronic pain and ensure 
safe, effective use of opioids and other high-risk medications. 

However, I have heard VA officials use these two facts as de 
facto excuses for irresponsible medication management practices 
and systemic lack of accountability for far too long, while our vet- 
erans and their families continue to suffer the devastating con- 
sequences of VA’s inaction. 

It is time for a new message. 

We cannot rewind the clock and bring to light before yet another 
year of inaction passed — the results of the IG’s initial 3-year inves- 
tigation that found serious concerns. 

We can never bring back Jason Simcakoski or Thomas Baer. 

But we can use the lessons we learned here in Tomah to improve 
the care our veterans receive and ensure that no other veterans, 
their families or VA employees suffer like some have here. 

I appreciate each and every one of you being here today. I look 
forward to your testimony. 

And I yield back to the Chairman. 

Chairman Johnson. Thank you. Chairman Miller. Before I turn 
it over to Senator Baldwin, I do ask unanimous consent to enter 
all of our opening statements into the record^ and our ranking 
member. Senator Tom Carper, has also offered an opening state- 
ment that I also ask be entered in the record. ^ 

Without objection, so ordered. 

Chairman JOHNSON. Senator Baldwin. 


^The prepared statement of Senator Johnson appears in the Appendix on page 63. 
2 The prepared statement of Senator Carper appears in the Appendix on page 66. 
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OPENING STATEMENT OF SENATOR BALDWIN 

Senator Baldwin. Thank you, Chairman Johnson, Chairman 
Miller, for holding this hearing here today. And to my Congres- 
sional colleagues in the Wisconsin delegation, thank you for joining 
us. And a special welcome to Congressman Walz and Congressman 
Abraham for visiting Wisconsin today. 

I want to echo the opening statement of Chairman Miller, by not- 
ing that, the fact that there are members here from both 
parties — from both the Senate and the House sends an important 
message to this community that we share a bipartisan commitment 
to get to the bottom of the problems at the Tomah VA, and to work 
together across party lines to make sure that they never happen 
again. 

I hope and I trust that I speak for all of us when I say there is 
no reason for, and no room for politics when it comes to ensuring 
that our Nation’s veterans receive the timely, safe, and highest- 
quality care that they have earned. 

I would also like to take an opportunity to say thank you to our 
panelists for joining us here today. In particular, I have tremen- 
dous respect for the courage of Candace, Heather, Marv, Ryan and 
Noelle. 

Stories that you are going to share today are extremely powerful. 
They are stories of a sacred trust that we must have with our vet- 
erans and their families and stories of how that trust has been bro- 
ken. Tragic stories of loss. 

Today we are here to fix what has been broken. And to work to- 
gether to restore that trust. And I want you to know that the sto- 
ries you give voice to today will help us do that for our veterans. 

The problems at the Tomah VA are both sobering and have had 
tragic consequences. Going back to 2006, veterans who were pa- 
tients at the Tomah VA have tragically lost their lives. 

Veterans who served our country, Angela Colby, Michael Bobak, 
Jacob Ward, Derik McGovern, Kraig Ferrington, and Jason 
Simcakoski, were all under the care of the former Tomah Chief of 
Staff and treated with prescription drugs and all of them subse- 
quently died of a drug overdose. 

In fact, according to his sister Kari, who is with us here today, 
Mr. Ferrington, an Army veteran from De Pere, Wisconsin, died 
from a lethal mixture of prescription drugs in 2007, while under 
the care of the former Chief of Staff. The same cause of death that 
would tragically take the life of Jason Simcakoski some 7 years 
later. 

These are six examples of a larger problem that is in desperate 
need of solutions today. As we all Imow, after two decade-long 
wars, a large number of our service members are coming home 
with the damage of combat. 

Our veterans and their families are facing the difficult challenge 
of facing physical injuries and post traumatic stress disorder 
(PTSD) and other mental illnesses. We must confront these prob- 
lems more aggressively and more effectively and help them meet 
that challenge. 

I believe the VA’s overreliance on opioids has resulted in getting 
our veterans hooked instead of getting them help. 
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Over prescription of opioids at the VA is clearly a root problem, 
but we must not lose sight of the fact that it is growing into a 
weed. A weed of addiction whose impact is being felt beyond the 
VA walls. The devastation of addiction on families and our commu- 
nities that is being grown at the VA is stunning. 

Reports indicate that 6 years ago, a Marine Corps veteran was 
stoned on painkillers and tranquilizers from the Tomah VA while 
driving and killed a 6-week-old child, Ada Mae Miller. 

As the Center for Investigative Reporting wrote about the Tomah 
VA Medical Center, Ada Mae’s death is one of dozens of tragedies 
that begin to hint at how the flood of narcotics from the VA scarred 
this region. 

The fact is, the problem of overprescribing at the VA and the col- 
lateral damage of addiction is not unique to Wisconsin. We are not 
alone. 

The ripples are indeed being felt across America in communities 
we work for every day in Washington D.C. 

The families we have a responsibility to represent are struggling 
with the loss of a husband or wife, son or daughter, father or moth- 
er, sister or brother, to addiction whose root is planted within the 
VA system. It is our job to make sure that they do not feel alone 
and I believe we have a shared responsibility to do everything we 
can to pull this root out. 

I thank you for providing me with the opportunity to join you 
today. And I look forward to continuing my work with this commu- 
nity and my colleagues in Congress to address these problems and 
put the solutions in place to prevent these problems and tragedies 
from ever happening again. 

Chairman JOHNSON. Thanks, Senator Baldwin. Congressman 
Walz. 


OPENING STATEMENT OF CONGRESSMAN WALZ 

Mr. Walz. Thank you. Chairman Johnson and Senator Baldwin, 
to my colleagues and a special thank you. It has been an honor of 
mine to serve with Chairman Miller for the past 8 years on the 
Veterans’ Affairs Committee, and I can tell you no one brings more 
passion and integrity to the issues to care for our warriors than the 
Chairman does. 

I am Tim Walz. I am a 24-year veteran in the military and I 
serve in the First Congressional District of Minnesota, and my Dis- 
trict goes up to the Mississippi and many of my veterans in south- 
east Minnesota use the Tomah Facility. 

This hearing, and for our witnesses who are here, fulfills our 
Constitutional responsibility to provide oversight, and to provide 
oversight of the VA, and very few committees have the immense 
responsibility of that oversight, means the care of those who are 
willing to put their lives on the line and their families to serve this 
Nation, so getting it right, as I mentioned to some before this hear- 
ing, this is a zero-sum proposition. We understand many get qual- 
ity care. We understand many are getting what they need. But if 
one family does not receive it, then we have failed. And that is an 
understanding that, that, amongst this family, runs deep. 

I know each of you, if there was anything we could do, and I say 
this to you as a father, a husband, a son and a veteran, if we can 
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turn back and make this right, everyone here would, would wish 
that more than anything. 

But what we can do is — two things. We can make sure account- 
ability and justice is provided to you, and we can make sure that 
no other family goes through this, so I echo what my colleagues 
said to each of you. 

I cannot even imagine your pain and I will not give you lip serv- 
ice. I spoke with one of Mr. Baer’s family members, who is a 23 
year E8. She is pretty much not interested in lip service and she’s 
pretty much not interested in a show. She’s pretty much interested 
in results. And I think everyone up here clearly understands that. 

And so today, the purpose of it is to start to provide you justice, 
to try to understand exactly what happened, and then to start com- 
ing up with solutions. 

And, the issue here runs deep and it is something, it is not new. 
It’s not confined to the VA. It is in the private sector also — pain 
management with injuries, especially injuries associated with cata- 
strophic war injuries or service-related injuries. And this is some- 
thing we’ve tried to do, we’ve put in place, reaching back decades. 

And I have worked with Chairman Miller on things we put in to 
try and address this issue. In 2008 we had a bill dealing with 
chronic pain management and overreliance on opioids. It has been 
there, but for each of your families, what’s it is telling me, it is not 
working. 

My colleague, Mr. Kind, and our colleague from up north, Mr. 
Kibble, introduced recently a piece of legislation to build on that, 
to make it even stronger. And so what needs to come out of this 
today, and what I thank each of you is, we need to understand 
what happened. We need to understand what went wrong. We need 
to make sure that there is accountability, and if it includes punish- 
ment to those and justice for you, that needs to happen, and then 
we need to find those solutions. We need to implement things that 
are working and I hope to hear from the VA today the things 
they’ve initiated. And there are bright spots of things that are hap- 
pening. And that is going to be amongst you, frustrating at times 
to hear, but please understand, for us, what you are going to tell 
us and help us understand is going to ensure that not another fam- 
ily sits there. 

And I would close with our two folks here sitting at the end, 
along with the media — as Senator Johnson pointed out — for bring- 
ing this to the attention. It is a pretty high calling and a pretty 
difficult thing to do to stand up in the face of retribution to bring 
things to light that are harming our veterans, and I think, and I 
have witnessed it in the House Veterans’ Affairs Committee that 
tolerance for retribution on whistleblowers is less than zero, be- 
cause it is a cancer that prevents us from providing the care that 
our veterans need if anyone in that organization is stymied from 
being able to speak about what is right and what is wrong. 

And so our commitment to you, as it has always been, is to make 
sure that justice is served to you, those who were bringing it up. 
You were not doing it for yourself. You were doing it for their loved 
ones, and, perhaps, had we listened earlier, they would not be sit- 
ting at the table, because I know they would rather be somewhere 
else. 
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So I want to thank you for that. 

I hope we find answers here today. Our Republic requires us to 
have these difficult conversations. Our warriors and their families 
are absolutely counting on us. And what we cannot do is under- 
mine the faith of the care we are going to give our warriors 
amongst those who are serving, so I want to thank everyone for 
being here and thank the Chairmans for initiating this hearing. 

I yield back. 

Chairman JOHNSON. Thank you, Congressman Walz. 

Like you as someone who has served your country in the mili- 
tary, we have a lot of vets and their families here, so I think I 
speak for everybody here on this Joint Committee when we thank 
you sincerely for your service as a Nation. 

It is the tradition of our Senate Committee to swear in all the 
witnesses, so if all witnesses, would you please stand and raise 
your right hand? 

Do you swear the testimony you will give before this Committee 
is the truth, the whole truth and nothing but the truth, so help 
you, God? 

Ms. Delis. I do. 

Ms. SlMCAKOSKI. I do. 

Mr. SlMCAKOSKI. I do. 

Mr. Honl. I do. 

Ms. Johnson. I do. 

Chairman JOHNSON. Thank you. Please be seated. 

Our first witness is Ms. Noelle Johnson. I believe it is Dr. John- 
son, is it not? 

Dr. Johnson. Yes. 

Chairman JOHNSON. I will say Dr. Johnson, is a former phar- 
macist at the Tomah VA Medical Center from 2008 to 2009. She 
is currently an employee of the VA facility in Iowa. 

Dr. Johnson, go ahead. 

TESTIMONY OF NOELLE JOHNSON, i PHARM.D., BCACP, CGP, 
URBANDALE, IOWA 

Dr. Johnson. I would like to take the opportunity to thank the 
Committee for having this hearing today and allowing me to have 
a voice and speak out for our veterans. 

I worked at the Tomah VA as a Clinical Pharmacy Specialist 
from July of 2008 to June 2009. I was fired after refusing to fill 
several narcotic prescriptions prescribed by Dr. Houlihan that I be- 
lieved to be unsafe. I filed a whistleblower complaint with the Of- 
fice of Special Counsel (OSC), which was denied, and later the 
Merit System Protection Board (MSPB). The VA requested Federal 
mediation. And I settled out of court in 2010. I was then fully rein- 
stated. 

I do believe that I was terminated for blowing the whistle and 
I was contacted by the DEA and agreed to interview with them. I 
met with the DEA in June 2009. And I was fired a few weeks later. 
In my Office of Special Counsel complaint. Dr. Houlihan and sev- 
eral others referenced that I had turned him in to the Inspector 
General. I believe this played into my termination. I truly believe 


^The prepared statement of Dr. Johnson appears in the Appendix on page 73. 
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that Dr. Houlihan is a dangerous man and what makes him so 
dangerous is a lack of respect for the medication in which he pre- 
scribes. Whatever his motives for prescribing the current doses of 
the medication is almost irrelevant. To this day I still question his 
motives, whether it be power, monetary gain, negligence, or igno- 
rance. Maybe all of the above. The truth of the matter, the quan- 
tities of narcotic medications coming out of the Tomah VA facility 
is irrefutably unsafe. This has been demonstrated by several cases 
of overdose and death. Over 2,000 911 calls were made from the 
Tomah VA Medical Center with 24 unexpected deaths over 5 years. 
This is unacceptable. Three of those deaths occurred in a 4-month 
span timeframe in the year that I worked at the Tomah VA. 

The three questions that need to be asked are simple. First, what 
makes the Tomah VA patient population so complex, as the Tomah 
Director put it in his television debut, that they require the num- 
ber of narcotics that are being dispensed? I am currently working 
as a double board certified Clinical Pharmacy Specialist in a pain 
management clinic at the Des Moines VA. I am currently the facil- 
ity lead for the National Opioid Safety Initiative. And I can assure 
you the patients at the Tomah VA are no more complex than any 
other patient that I see on a daily basis. At that point we are not 
even prescribing one fourth of the current narcotic medications that 
the Tomah VA is. Specifically as the Veterans Health Administra- 
tion (VHA) Directive is to limit the morphine equivalents to less 
than 200 milligrams per day and limit the combination of opioids 
and benzodiazepines due to the increased risk of mortality. I do not 
believe that Tomah would be in compliance with this National Di- 
rective. The thing I am struggling most with is to understand the 
variance between what the Undersecretary’s team found and the 
report that was administratively closed by the Inspector General. 
Unfortunately, for all the veterans receiving care at the Tomah VA, 
the considerable variance that was not enough to warrant a serious 
consideration by the Inspector General, as the investigation was 
administratively closed, led to continued harm of our Nation’s vet- 
erans. 

The second thing. What exact type of pain is the Tomah VA try- 
ing to treat that they are prescribing the dangerous quantity and 
dosages of this medication? Studies show that no proven long-term 
benefit of opioid medications, let alone the significant doses that 
were being prescribed. As a pain specialist, I can assure you that 
if someone was actually taking those medications in the amounts 
that were prescribed, they would have serious side effects or con- 
sequences, which leads me to believe, in part, that the veterans are 
not taking all of the prescribed medications and are at high risk 
for diversion. This was a substantiated finding by the Inspector 
General. They substantiated the allegation that negative urine 
drug screens (UDS) were not acted on and that controlled sub- 
stances were prescribed in the face of a negative urine drug screen. 

The third issue is why is a psychiatrist prescribing opioid pain 
medications at the Tomah VA facility, period? This is beyond their 
scope of practice. 

I am tremendously disappointed in our Federal system and our 
current authoritative figures that are to be governing our agencies 
set in place to protect our veterans and employees. I have inter- 
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viewed with the DEA three times and had a thorough interview 
with the IG. Of the 32 allegations that were investigated, many 
were unsubstantiated. What the disturbing thing is, is that I lived 
the torture and saw the unsafe practice daily. I can attest to sev- 
eral of those 32 allegations and believe the majority should have 
been substantiated. The Inspector General’s investigation did sub- 
stantiate several allegations. However, they still did not find any 
conclusive evidence affirming criminal activity, gross clinical in- 
competence or negligence, or administrative practices that were il- 
legal or violated personnel policies. This is unfathomable for the 
following reasons. 

I advise that I alerted Dr. Houlihan on a few different narcotic 
medications and scripts. All were very concerning for safety rea- 
sons. However, the one that stands out the most to me is an 
OxyContin prescription that a local medical doctor was prescribing. 
He was also tapering this medication because the patient tested in- 
appropriately positive for methadone, a drug that neither provider 
was prescribing. At that point in time the patient was double-dip- 
ping. He was getting OxyContin from the VA and from a local med- 
ical doctor with refill dates only a week or two apart. 

In addition to the inappropriate urine drug screen, which the VA 
did not obtain, the abuse of opioids, the patient left his cell phone 
in the pharmacy. The person on the other end was trying to buy 
medication from this veteran. All of this was documented and Dr. 
Houlihan rewrote the prescription for OxyContin three times a day. 
This was an increase in the frequency prescribed. This supports the 
substantiated findings that Dr. Clancy’s team expressed. As ex- 
pressed above, the veterans were still prescribed narcotics in the 
face of aberrant drug-related behavior. From a clinical standpoint, 
I am unclear why Dr. Houlihan prescribes these medications in the 
manner in which he does. What matters is the standard of care. 
There is a standard of care that is set in place for providing safe 
and effective care to our veterans. For example, there was 1,080 
immediate release morphine tablets that were dispensed. When I 
confronted Dr. Houlihan, he refused to change the patient to a 
long-acting medication, which would have been the standard of 
care or adding a nonnarcotic medication to treat his neuropathic 
pain. He continued to prescribe 36 tablets a day to known sub- 
stance abuser who was overusing his morphine while in the hos- 
pital. 

Another example is a prescription of 1,447 milligrams of mor- 
phine equivalent per day. Dr. Houlihan and Dr. Hyde worked on 
this prescription together. The patient had dangerously increased 
his own medication and they gave the patient a 30-day supply 
when he was supposed to be admitted for inpatient facility moni- 
toring for pain management. He was not admitted. That is how you 
have accidental or nonaccidental overdoses in your parking lot. I 
retrospectively reviewed the patient’s profile the following week. 
And, as I said, he was not admitted according to the plan of care. 
I was later kicked off the new pain committee and opioid work 
group that I had been assigned to or appointed by the Quality and 
Safety Director by Dr. Houlihan, who promptly replaced me with 
Dr. Hyde, which I do not believe to be a coincidence. Dr. Hyde is 
now being investigated by the Wisconsin Department of Profes- 
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sional Services. I had very little interaction with Deb Frasher. The 
only thing I can say is that I heard her say that everyone needed 
a cocktail, which consisted of an opioid, a benzo, a stimulant, and 
a sleeping medication. 

My question about her is, again, if she’s treating mental health, 
then why is she prescribing 5.3 million milligrams of morphine 
equivalent in one year’s timeframe? What is she treating? When it 
did become acceptable or the standard of care to treat psychological 
pain with opioids? This finding was unsubstantiated by the Inspec- 
tor General. However, I can tell you that I saw this indication for 
opioids in the chart several times. 

The veterans in the Tomah VA appeared extremely overmedi- 
cated. Several veterans appeared to be suffering with 
extrapyramidal side effects due to the unsafe combination of medi- 
cations being prescribed. The list of medications the Tomah VA 
prescribed Jason Simcakoski did not follow evidence-based guide- 
lines or the standard of care. For example, he was prescribed a 
weak opioid that was prescribed with Suboxone which should never 
be done. Diazepam was prescribed at above the maximum rec- 
ommended dosage. He was also being prescribed duplicate 
benzodiazepine therapy with diazepam and temazepam, it was dan- 
gerous and not the standard of care. He was also on several other 
interacting medications that effect serotonin which put him at high 
risk for serotonin syndrome, which can be lethal, and, unfortu- 
nately, it was. One of my main concerns about the care provided 
at the Tomah VA to Jason was that Jason’s care and the mixed 
drug toxicology that eventually led to his death did not likely occur 
overnight. I would have suspected that the veteran would have dis- 
played signs and symptoms of the central nervous system (CNS) 
depression, and he likely did. If that was the case, was there evi- 
dence of gross clinical incompetence and negligence? That veteran’s 
death was a preventable tragedy. Had the Inspector General done 
their due diligence and reported their findings, despite the admin- 
istrative closing of the investigation, the outcome for Jason could 
have been a very different one. 

The majority of my colleagues, with the exception of Dr. Hyde, 
had agreed with my clinical concerns. I alerted my Chief of Phar- 
macy, Dr. Erin Narus, who ordered me to illegally partial a 
methylphenidate script prescribed by Dr. Houlihan because neither 
of us concurred with the current dosing regimen and it was pre- 
scribed above the maximum recommended dosage. I told my Serv- 
ice Line Chief, Jeff Evanson, and his response to me being asked 
to do something illegal was, why are you trying to cause trouble? 
Why are you trying to throw Erin under the bus? If Houlihan 
wants you to fill that prescription, you have no right to say no. I 
reported my concerns to the President of the Union, the VISN 
pharmacy leaders, the DEA, and later the Inspector General, as 
well as the Wisconsin Board of Pharmacy. I alerted my licensing 
agency, the Iowa Board of Pharmacy, who advised me not to fill the 
prescriptions and bring the matter to local authorities. The unfor- 
tunate part of all of this is that despite all who knew, nothing has 
been done. The true tragedy is that more veterans had to die be- 
cause the Office of Special Counsel determined that my clinical 
opinion was different than Dr. Houlihan’s. 
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The depth of this tragedy is far reaching. I recently received a 
pain management consult at the VA in Des Moines for a veteran 
that was treated by Dr. Houlihan and Deb Frasher. He had a long- 
standing history of substance abuse. He was previously taken off 
opioids for a previous overdose. He was later put back on large 
doses of benzodiazepines and opioids by Dr. Houlihan and he has 
subsequently overdosed two times in the last 2 months. He is now 
an inpatient in our facility being taken off all of his medications. 

1 am unclear how the Inspector General could not substantiate the 
findings that no conclusive evidence of gross clinical incompetent or 
negligence was found. Veterans lost their lives because of this 
prime example of gross clinical incompetence and negligence. 

I have personally dealt with the repercussions of the administra- 
tive practices that were illegal and violated all sorts of personnel 
policies. I was asked to do something illegal. I refused. I blew the 
whistle and was fired for standing up for doing what was safe and 
right for the veterans. The Inspector General did find that phar- 
macy staff uniformly indicated that they were reluctant to question 
any prescription ordered by Dr. Houlihan or the aberrant behavior 
by his patients because they feared reprisal. If all of these findings 
were unsubstantiated, why have so many clinicians left the Tomah 
VA? The one pharmacist who was brave enough to stand up and 
question those prescriptions was fired. The precedence of what not 
to do if you value your job was set. 

My second Chief of Pharmacy, Tom Jaeger, reported that he was 
actually coerced into writing his personal statement that helped 
lead to my termination. He agreed to take it back and he resigned 

2 days after my termination. My clinical colleagues. Heather 
Asthmus and Rebecca Bell, were pulled into Houlihan’s office 
where he essentially told them, if they valued their job, they would 
not question him like I did. A former provider resigned in lieu of 
termination after refusing to write for an opioid that a veteran did 
not test positive for in his urine drug scene. I was told in the pain 
committee meeting that we were not to be drug testing our pa- 
tients, as when they did not test positive for the substance pre- 
scribed, and we continued to prescribe the medication, then we 
were liable. I do believe that is the point of the urine drug screen 
is to substantiate use and misuse of high-risk medications for the 
safety of our veterans and the public. Dr. Houlihan proceeded to 
tell the Union Steward that there would never be a pain clinic at 
the VA and if pharmacy took over management, pain management, 
the patients would start dying, after which they would bring their 
guns to pharmacy and start shooting. 

I continue to have grave concerns about the clinical abilities of 
several other providers at the Tomah VA, including concerns that 
were ignored or unsubstantiated by the Inspector General. What 
will it take for those in a position of authority to do some signifi- 
cant actions? How many veterans’ lives need to be lost? We are 
supposed to be taking care of these veterans returning from war, 
not creating a war that they will not survive. It is all of our respon- 
sibility to stand up for these veterans’ safety and not contribute to 
the tragedy that has cost so many lives. The leadership at all lev- 
els — Tomah, VISN, the Veterans Affairs Central Office (VACO), 
and the Inspector General need to be held accountable or true 



13 


change will never prosper and veterans will continue to suffer the 
ultimate sacrifice. 

Chairman JOHNSON. Thank you, Dr. Johnson. We will, hy the 
way, enter full written statements into the record, if we could just 
ask the witnesses to keep pretty close to the 5 minutes so we can 
keep the hearing moving. 

Our next witness is Ryan Honl. He’s a former employee of the 
Tomah VA Medical Center, who worked as a secretary in the Hos- 
pital’s Mental Health Clinic. Mr. Honl. 

TESTIMONY OF RYAN HONLJ FORMER EMPLOYEE OF TOMAH 
VA MEDICAL CENTER, TOMAH, WISCONSIN 

Mr. Honl. Chairman Johnson, Chairman Miller and distin- 
guished Members of the committee, as well as the press. 

I am the one who blew the whistle on the alarming irregularities 
concerning unethical practices at the Tomah Veterans Affairs Med- 
ical Center. I am also a disabled combat veteran and received care 
at the VA for 15 years, up until last year. I enlisted as a combat 
engineer after high school, served in Desert Storm, earned an ap- 
pointment to West Point, and then became a commissioned infan- 
try officer before being medically discharged with, among other 
things, PTSD. It is important to note that I was only the spark to 
set off years of employees raising concerns about the dangerous 
prescription and distribution of narcotics, as well as the resulting 
retaliation. The results were to the detriment of the health of vet- 
erans, and, in some cases, the deaths of veterans. The system was 
slow to respond, but quick to silence those who raised concerns. I 
just wish the whistle I blew would resurrect those who have died 
due to mistreatment. 

Initially my complaints to the VA Office of Inspector General 
mainly centered on a hostile work environment that tolerated fraud 
and abuse. I only briefly mention that, although I was not a wit- 
ness, since I was a secretary, to the overprescription of narcotics, 
there was a widespread concern among my coworkers. I simply 
stated in my complaint that it should be looked into. There is a cul- 
ture in the VA where cronyism runs rampant leaving incompetence 
in charge at all levels that tolerates unethical practices. Once I 
came out publicly blowing the whistle, I had current and former 
employees contact me with information about other unethical ac- 
tivities up to and including patient harm and patient death. 

There is a lack of accountability in VA leadership. There were 
years of complaints concerning a retaliatory environment and pa- 
tient harm, yet both VA leadership and the VA Office of Inspector 
General ignored or handed off complaints back to the Tomah facil- 
ity so it could investigate itself. There is a culture in the VA of ad- 
mitting no wrongdoing. Pain management and wait times are sim- 
ply a symptom of a far larger lack of accountability. Tomah is not 
an island onto itself. Dr. Houlihan should have been held to ac- 
count years ago, by not just Facility Directors, but those outside of 
the Tomah Facility and VISN 12 leadership. Yet the system pro- 
tected him and not our Nation’s veterans. 


^The prepared statement of Mr. Honl appears in the Appendix on page 147. 
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The VA Inspector General’s office is broken. If it were not for a 
Freedom on Information Act (FOIA) request done by Senator Bald- 
win’s office last summer, no one would have known about the 
issues in Tomah. It took an investigative journalist, Aaron Glantz, 
at the Nonprofit Center For Investigative Reporting to do the job 
that the VA Inspector General was incompetent to do. The report 
verified everything people had been talking to me about since I 
blew the whistle — excessive prescribing of narcotics, drug diversion, 
patients not using their narcotics. A physician in 2009, Dr. Chris 
Kirkpatrick who raised concerns about Dr. Houlihan’s prescribing 
practices, was terminated and went home and committed suicide. 

Tomah municipal police reports of veterans selling their medica- 
tion. Retaliation against those who spoke up concerned about their 
licenses, such as the five pharmacists who spoke with investigators 
about the dangerous levels and early filling of narcotics and re- 
signed or were terminated. 

Most incredible to me was a statement about the perception of 
retaliation, implying that it did not really exist. Yet numerous peo- 
ple in the report had been forced out of the facility for simply rais- 
ing concerns on behalf of veterans. 

Inspector General Richard Griffin said that he would not have 
done anything different and no one else would have either. Ms. 
Gromek stated that the report could not be released because of per- 
sonally identifiable information (PII). The report received through 
the FOIA request was already redacted. 

I will give you two personal examples of retaliation, even after 
resigning from the VA. After requesting a patient access report of 
my electronic medical records, I discovered that a half dozen 
Tomah employees had accessed my electronic medical records after 
I left the facility over a supposed mix-up in Secretary Robert 
McDonald’s office, according to Mario DeSanctis, concerning a com- 
plaint about my prescriptions. Although I had never received care 
or received prescriptions from the Tomah VA, there were a half 
dozen Tomah nonpharmacy employees over a pharmacy complaint 
in my records. I had originally informed my supervisor, Lisa Noe, 
that I had a PTSD diagnosis since I was in vocational rehabilita- 
tion with the VA, and my counselor in Indiana needed to know in- 
formation about my employment at the VA. I asked that this re- 
main in confidence. However, as soon as I blew the whistle, I start- 
ed hearing from coworkers about my instability. Ultimately, the 
most troubling occurred since everything came out in the media. 
Dr. Houlihan’s attorney sent a letter to me threatening a lawsuit, 
a man that I reported. In an interview with the Milwaukee Journal 
Sentinel, his attorney, Frank Doherty, alluded to my mental health 
status, which had nothing to do with my credibility. And it just so 
happens that Frank Doherty’s wife, Lisa Doherty, who is a nar- 
cotics compliance officer, reported directly into Dr. Houlihan. 

While investigators were in the Tomah VA, Police Chief Huffman 
directed that a police report be done on me by my former super- 
visor, Lisa Noe, and two coworkers, Leesha Dukes and Rachel 
Fleming, 4 months after I resigned over a supposed threatening in- 
cident that took place while I was an employee before I resigned. 

You can see the police report that someone leaked to me in my 
submitted documents. Among the terms used in that report was I 
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was threatening. I was red in the face. I was unstable. And then 
the word that was the most damaging for mental health profes- 
sionals in Tomah — that I was crazy. It is in the police report — that 
word. As long as you speak out, raising concerns, whether an em- 
ployee or a former employee, the VA will do everything in it’s 
power to discredit you, and the OIG will just call it a perception. 

In conclusion, the greatest problem requiring immediate change 
is for President Obama to nominate a permanent Inspector General 
and for the Senate to confirm without bipartisan horse trading. The 
VA Office of Inspector General has the blood of veterans on its 
hands. Senator Baldwin and Senator Johnson have each asked the 
White House to nominate a new Inspector General. Elected officials 
need to make sure that when they hear of serious problems in a 
VA Facility, they direct those concerns far higher than the Facility 
level. When, as in Tomah, unethical practices go all the way up to 
the Facility Director, sending those concerns back to that Facility 
Director only leaves the fox to guard the hen house. As Congress- 
man Kind stated, when he came to the Tomah facility last summer, 
there was not a peep from Mario DeSanctis that there were any 
problems. Certainly no narcotics problems. Nothing. The VA In- 
spector General should, at minimum, provide a summary of prob- 
lems in a Facility. 

In the case of Tomah, when someone from Congress comes call- 
ing, they should already have a top line of any concerning inves- 
tigations. This Inspector General’s office did not even keep senior 
VA leadership informed. Again, the main problem underlying scan- 
dal after scandal is a culture that lacks accountability. Rogue doc- 
tors and those who supervise them will never care what the rules 
are, or they will never follow a pain management system, if they 
are not held accountable as has been the case in Tomah. There is 
a cancer within VA leadership that requires excision, not pro- 
motions, not transfers and not bonuses. 

Thank you. 

Chairman JOHNSON. Thank you, Mr. Honl. 

Our next witness is Mr. Marvin Simcakoski. Marv is the father 
of Jason Simcakoski, a 35-year-old marine who passed away from 
a reported drug overdose at the Tomah VA Medical Center. Mr. 
Simcakoski. 

TESTIMONY OF MARVIN SIMCAKOSKI, i FATHER OF JASON 
SIMCAKOSKI, STEVENS POINT, WISCONSIN 

Mr. Simcakoski. Thank you for having me here today. 

My name is Marv Simcakoski. I am Jason Simcakoski’s dad. I 
want to start off by saying that August 30, 2014, was the hardest 
and most painful day of my life. There is not a day that goes by 
when I do not relive that morning. I regret leaving my son in his 
room alone that morning, only to get a call hours later that he 
stopped breathing. I cannot get that thought out of my head. I wish 
I would have been there for him. I loved Jason and still do with 
all my heart and miss him every day. Jason was proud to be a ma- 
rine and to serve his country. He loved his fellow Marines. 


^The prepared statement of Mr. Simcakoski appears in the Appendix on page 249. 
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This is a summary of some of the important issues to the com- 
mittee as I understand them. I really got to know and understand 
how Jason struggled with his addiction problem, only to have it 
overfueled time and time again by the Tomah VA doctors. I have 
argued with Jason’s doctors for the last 4 years about them over 
medicating him. I was always told that I was not their patient, 
even thought I was his dad who truly cared about him. 

What I would like to know is, if Jason was their son, would they 
have had him on all these medications? When Jason came home 
from one of his inpatient stays, the doctor had him on so many 
meds, Jason and I were confused by all the different medications 
he had to take. His doctor sent him a 3-month supply of lorazepam 
and he took them all in 4 days and almost died. I was mad and 
confused. Why would a doctor that works with patients with addic- 
tion problems send a patient 3 months worth of benzodiazepines? 

After his doctor stopped the benzodiazepines and eliminated 
some of the other meds, Jason started doing a lot better and I 
started giving him his meds daily, 7 days a week. 

Then one day about a year ago, Jason’s dog, which he loved, was 
run over by a car in front of him. Jason started to unravel. I took 
him back to the Tomah VA and he was assigned to a new inpatient 
doctor. Dr. Davis. My wife, Jason, and I met with her and dis- 
cussed his treatment plan. This new doctor told us that Jason did 
not need all these meds and she was going to take him off most 
of them. My son stayed at the Tomah VA for 3 months. 

Toward the end of his 3-month stay in 2014, he was doing real 
well until his doctor put him on a new drug, Geodon. Then every- 
thing started to spiral downhill. Jason’s anxiety level went way up. 
He could not sleep. He started having bad thoughts. 

He told his doctor about all of these issues and that he did not 
want to take the medicine any more. She told him, if you do not 
take it, you will be discharged the next morning. Jason kept taking 
it until he could not stand it any more. He pulled the fire alarms 
and went crazy. His doctor was going to put him in lockdown for 
2 months because of it. 

My son made a good point to me. He said, why am I getting pun- 
ished for something she made me take? Dr. Davis then gave Jason 
the option of going to the Madison Facility or into the lockdown at 
the Tomah VA. He did not want to go into the lockdown, so he 
transferred to the Madison VA the same day. He was told there 
that he was overmedicated on Valium and Geodon and that the 
Geodon can make people crazy. They released him the next day. He 
was sent home to try to wean himself off these medications, which 
I know was next to impossible. 

After being home for about 2 weeks. Jason still could not do 
much more than get out of bed and eat, so I took him back to the 
Tomah VA the day after my father’s funeral. Jason was not able 
to attend his grandfather’s funeral because of the effects of with- 
drawal. 

Jason told me on the way down to Tomah that if he could be like 
anybody, he would be like his brother Chad, because Chad was nor- 
mal, and he did not have all these daily struggles. The last 2 weeks 
that Jason was in Tomah he was doing OK until his doctor put him 
back on Geodon. He sent me a text 4 days before he died and told 
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me he could not take it any more. He was going crazy and he 
reached out to me to help him. I made various calls to various of- 
fices above his doctor’s head. Jason called me within 2 hours. He 
said somebody was helping him. I met with his doctor the next day, 
Thursday, with my son and a Patient Advocate. 

When we sat down in the room, his doctor turned and pointed 
at me and she said that I caused her a lot of trouble. She said she 
spent 21/2 hours at meetings because I went over her head and she 
could have been taking care of my son. She also said I may know 
how to build houses and pound nails, but I do not know anything 
about taking care of my son. 

This really hit me hard. To have Jason’s doctor tell me I do not 
know about my son and that I caused her a lot of trouble for trying 
to help him was difficult to hear. Jason called me that night before 
he died and wanted me to bring his truck the next morning. He 
was all excited about coming home that following Monday for his 
daughter’s birthday that week. His wife, his daughter and I arrived 
as promised. 

Usually when we would come to see him he is waiting. This time 
there was no Jason. I went to the nurses’ station and asked where 
he was. And they said he was in his room with a migraine, which 
was strange, because he never had a migraine before. 

I went into his room and he was lying on his side with his hand 
on his head. I asked him what was the matter and he started to 
talk, but I could not understand him, because he was on so much 
medication. I went to the nurse’s station and asked them what was 
wrong with Jason and the nurse told me that he would be fine in 
a couple hours. They had given him another med for a migraine. 
This medication did not show up on the autopsy report. It was 
Fioricet. I went back to his room and we stayed a little longer. He 
waved us off to go and he went back to sleep. We left not knowing 
that we would never see him alive again. 

About 5 hours later we get a call from the Tomah VA stating 
that Jason had stopped breathing. They were working on him, try- 
ing to resuscitate him, but it was too late. He never got to drive 
his truck or come home for his daughter’s birthday. 

I then find out he was still on all the medication, when the doc- 
tor told us she was going to take him off most of them. I think that 
was insane. Later I find out they also had Jason on pain meds. 
Tramadol, and sent him a bottle of 56 to his house. Why do you 
put someone with an addiction to pain meds on pain meds? I can- 
not begin to tell you how angry that makes me. I would like one 
of these doctors to tell me how mixing all of these drugs they had 
Jason on, was taking, was going to do him any good. 

Why does not the Director of the VA Facility take blame for all 
of this? Is not he in charge? I am an independent contractor in the 
Stevens Point area, and when anybody that works under me on a 
job site does something wrong, I am responsible because I am in 
charge. 

If this Facility will not take responsibility for its wrongdoing, 
then I think the system is totally screwed up. I think all who had 
part in my son’s death should be held accountable. If they are not, 
then what kind of message are we sending? Is it not OK to have 
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a patient die in the mental health ward because of overmedicated 
by the doctors and no one is a fault? 

If after today’s hearing nothing major gets changed, then I think 
people will lose faith in our government. Let’s make some historic 
changes that we can all be proud to be part of Give these veteran 
men and women a fighting chance for a bright future instead of a 
cloudy one from being overmedicated so they know what it feels 
like to be normal. I think this is going to be a great chance to have 
all government parties work together to show veterans you really 
do care. After all, these people should be the most important pri- 
ority to all of us because they are our real life heroes of this coun- 
try. 

I am proud my son was a veteran and he will always be my hero. 

[Applause.] 

Chairman JOHNSON. Thank you, Marv, for that powerful testi- 
mony. 

Our next witness is Heather Simcakoski, the widow of Jason. 
Heather. 

TESTIMONY OF HEATHER SIMCAKOSKI, i WIFE OF JASON 
SIMCAKOSKI, STEVENS POINT, WISCONSIN 

Ms. Simcakoski. Thank you for having me here today. 

My name is Heather Simcakoski. I am the wife of Jason 
Simcakoski and mother of our 12-year-old daughter. 

Jason and I met 13 years ago while both serving in the Marine 
Corps together in Hawaii. After the Marine Corps I moved from my 
home town in Ohio to Wisconsin. Stevens Point is Jason’s home- 
town and where he had many dreams of one day taking over his 
family business, along with so many other dreams for our future. 

Even when life seemed impossible and we questioned ourselves, 
we always found the strength and love to work through it. Neither 
of us could ever give up on each other or our marriage. Our daugh- 
ter and I have been cheated out of every Father’s Day, having a 
father at her soccer games, having her dad to walk her down the 
aisle one day, and, most importantly, she was cheated out of his 
unconditional love, support and guidance in life. 

Jason was not only my best friend and husband, he was my fam- 
ily. When my mother passed way 3 years ago, the same day I was 
diagnosed with cancer, leaving me with no parents, he was the one 
that was there for me during the most difficult times of my life. He 
was my rock. I could always count on his love. He drove 9 hours 
in the middle of the night to be my side during emergency surgery. 
He’s the person I called when I had something to talk about, 
whether it was good or bad. He was always the person I talked to. 
He has been taken from me. During treatment I never had to ques- 
tion if Jason would leave. He loved Anaya and me unconditionally. 
He was a good person with such a good heart and was taken far 
too early from us. This is not how he deserved to lose his life. 

Because of the treatment Jason received at the VA, the only fam- 
ily I had here, aside from my daughter, was him. I still do not 
know how we ever find peace, because in my heart I know he 
should be still here with us today. Anaya and I lost more than a 


^The prepared statement of Ms. Simcakoski appears in the Appendix on page 253. 
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husband and a father. We lost part of ourselves. A part that I do 
not know you ever get back. 

With this, it is so heart breaking to know that someone with 
such love and passion for helping others has been taken from 
Anaya and I, and I truly believe in my heart that he would be here 
today with the proper treatment. 

I have so many questions which I hope to find answers for. 

I would like to understand how and why Jason’s police reports 
disappeared. There are reports that he made to Dr. Houlihan, the 
Tomah VA, the Tomah Police Department, as well as the Federal 
Bureau of Investigations (FBI), regarding patients selling their pre- 
scriptions. These reports were made back in 2013. 

Some of the patients were making so much money that they had 
saved enough money from selling their prescriptions to put a down 
payment on a house. Thankfully I have the voice mails and text 
messages between Jason and the officers, otherwise I am not con- 
vinced anyone would be listening to this point today. I would like 
to understand who is responsible for these reports, where they are 
and why no one did anything with the reports. 

Additionally, when you are managing someone with addiction to 
prescriptions, or anyone, for that matter, once they are admitted 
into inpatient care, why do they still continue to receive the same 
medications by mail at their house? The same ones that they are 
receiving while at the inpatient facility. 

I also have concerns about the way Jason was treated by the doc- 
tors as a patient. When he complained that his medication was 
making him uncomfortable one evening, he knocked on his physi- 
cian’s door. She opened it and slammed it shut in his face. He was 
not a prisoner, nor was he in boot camp any longer. He was a vet- 
eran who was willing to sacrifice his life every single day for each 
and every single one of us, including those treating him. And to 
know this is how they treat their patients is devastating and com- 
pletely unacceptable. 

Also living with Jason I was able to see the long-term impact of 
all the medication. I would see him falling asleep while he was eat- 
ing. He would drive up on the median. He would slur his words 
when he was speaking. He would not be able to work sometimes 
for weeks, even months at a time. There were times he would sleep 
18 plus hours a day. There were times he would not come out of 
his room for days and he would sleep all day. Jason did not even 
realize his behavior was so erratic at times, but there were in- 
stances where I would video record it and show him later so he 
would see what I saw. 

I would like to understand how a doctor can prescribe 14 dif- 
ferent medications and know which ones are working and which 
ones are not. When you have that many medications in your sys- 
tem, your mind is altered. At that point I question how a patient 
can even articulate to a doctor what normal feels like any more, es- 
pecially after mixing and matching, in my opinion, experimenting 
with medication on our veterans, my husband. 

I would also like to understand why alternative treatments were 
not tried for Jason. After years and years of prescription treatment, 
he was not rehabilitated. Does the VA only believe in treating ad- 
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diction by replacing one addictive medication with several others? 
I personally do not consider this success. 

They did not just take away a person. They took away a hero, 
a friend, a husband, a father, a brother, and a son. Everywhere we 
go and everything we do, there are constant reminders of Jason’s 
life and it is so unfair to him and every single veteran out there 
to think that is the type of treatment that is acceptable. 

Veterans whom are willing to sacrifice their life for you, every 
single person in this room and in this country, they deserve so 
much more than second class healthcare. They should be proud to 
walk into a VA Medical Center to receive care. It should be world 
class treatment, not a last resort for those with no alternative 
healthcare insurance. This should be the last place costs are ever 
made. 

I believe our family and every single veteran deserves answers 
and there should be significant strides made to rebuild the trust 
of all veterans. That they can trust that they will receive the high- 
est quality of healthcare from the VA, regardless of the cost. I also 
feel we all deserve to know how to push for change effectively. 

I say this with no sarcasm intended, but it currently seems that 
the only way to get anyone to do the right thing is to involve the 
media. I ask myself today, if it had not been for the reports on this 
story, if there would ever be any changes made at the Tomah VA. 
I would like to understand how processes can be put in place to en- 
sure there is accountability without such extreme measures. 

Chairman Johnson. Thank you. Heather. And I think I speak 
for all of us here. Heather, Anaya, and Marv and Linda, we are so 
sorry for your loss. 

Ms. SlMCAKOSKl. Thank you. 

Chairman JOHNSON. The next tragic story will be told by Ms. 
Candace Delis. She’s the daughter of Thomas Baer, a 74-year-old 
veteran who passed away after waiting for treatment for over 2 
hours in the Tomah VA Medical Center. Ms. Delis. 

TESTIMONY OF CANDACE DELISJ DAUGHTER OF THOMAS 
BAER, AUBURNDALE, WISCONSIN 

Ms. Delis. Thank you for the opportunity to be here today. 

I realize that my father’s death was not was related to medica- 
tions, but I believe it speaks to a broader issue of care at the VA. 

Fifty years is a long time to keep a secret. My father, Thomas 
Baer, was drafted and proudly served in the U.S. Army until he 
was medically discharged with a service-connected mental health 
issue. Between the time he left the Army in 1965, until his death 
in January, 2015, he was treated off and on and hospitalized at 
several VA hospitals. One was Fitzsimons Army Hospital at Au- 
rora, Colorado, which is now closed. Another was the St. Cloud, 
Minnesota, VA Hospital. The most recent and the last was the 
Tomah VA. 

He was hospitalized and treated twice in the inpatient mental 
health unit at the Tomah VA. Once in 1970, shortly after he met 
my mother and again in 1982. 


^The prepared statement of Ms. Delis appears in the Appendix on page 256. 
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He and my mother remained silent about his illness, even keep- 
ing it from me until I was in my late teens in an attempt to protect 
me from the realities that they both faced daily. Until today, aside 
from me, my mother, and a few close friends, no one other than his 
doctors knew of his struggle, because there was, and still is, maybe 
to a lesser degree, a stigma that goes along with mental health 
issues. A stigma that causes feelings of shame, fear, and hopeless- 
ness. A stigma that leads to blame, discrimination, and misrepre- 
sentation in the media. That is why I have not spoken about this 
in detail until now. 

My father was treated at the Marshfield Clinic Medical Center 
on Friday, January 9, 2015, for a bronchial infection. He was pre- 
scribed steroids as well as an antibiotic. Over the course of the 
weekend, his behavior had changed. He was restless, confused and 
dizzy. Symptoms that were related to his mental health issues and 
symptoms that could be triggered by the steroids. So on January 
12, 2015, we tried to make an appointment for him to see his reg- 
ular provider at the Marshfield Clinic. We were unable to do so be- 
cause of scheduling. My mother and I discussed it with my father 
and he felt as though he needed to be hospitalized, so we called the 
Tomah VA. We explained the symptoms that we thought were 
mental health related as well as the symptoms of the bronchial in- 
fection, which included trouble breathing and the fact that he had 
chronic obstructive pulmonary disease (COPD). We were told that 
we could bring him down and he would be evaluated. 

There is an important point that I would like to make. We have 
been questioned by cowardly, anonymous VA employees in Tomah 
on news websites and on forums — one of which hid behind the 
screen name TomahRN. These employees disingenuously ask, why 
did not you take him to a local hospital? Here are our reasons why. 
First, trust. Second, fear. And third, duty. 

First, we trusted the VA nurse who told us to bring him after 
we told her his symptoms. We trusted her medical knowledge and 
training and believed she would tell us to go elsewhere if it sound- 
ed like his symptoms were life-threatening and the VA could not 
treat him there. We trusted that she was confident that the VA 
could treat my dad in a compassionate and competent manner after 
we drove 60 miles to get there. 

Second, we feared the VA would stick my parents with the med- 
ical bill. When the nurse told us to come in, we were required to 
come in under implicit threat that my parents would bear the bur- 
den of enormous medical fees. You see, in the 1990s, my dad had 
a similar emergency. My parents made the mistake of seeing a 
community doctor with no prior approval for the emergency with 
the VA and my parents were stuck with the bill for thousands of 
dollars. 

Third, and most importantly. Veterans Affairs has a duty to com- 
petently treat our nation’s veterans in exchange for our veterans 
fulfilling their to duty to protect our country. My dad was entitled 
to competent care and the VA had a duty to provide that. I would 
not be here today if the VA had fulfilled its duty to my dad. 

I have thought long and hard about those anonymous public jabs 
at our grieving family from Tomah VA employees. Shame on you. 
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whoever you are, because our trust in Veterans Affairs and in you 
to fulfill your duty is what killed my dad. 

We arrived at the Tomah VA Urgent Care at approximately 11 
a.m. We checked in. I explained my father’s symptoms and the ur- 
gency that he needed to be seen. It was not until nearly 2 hours 
later when he slumped over in the wheelchair he had been sitting 
in that we were seen. He was unresponsive for several minutes. 
While they were trying to speak to him, I kept telling them, I 
thought he had had a stroke, since his left side was limp and he 
was leaning in that direction and unable to speak. They told me 
he was fine because his vitals were normal. I asked them again to 
please do whatever tests they could do to see if he had suffered a 
stroke. I was told they were too busy, and since, at the time he was 
able to speak and respond, although barely, and not understand- 
ably, that they were going to put him in a room until someone was 
able to evaluate him. 

They did an electrocardiogram (EKG). I had to help the techni- 
cian fix the machine, because the paper had jammed and she did 
not know how to fix it, and a chest x-ray, but no tests relating to 
a stroke, even though I had asked repeatedly. Approximately 45 
minutes had passed and my father stated he needed to use the 
restroom. The nurse got him up on the side of the bed. My mom 
and I went outside for a few minutes to give them privacy. When 
we came back in, no more than 5 minutes later, we walked into the 
urgent care to hear the nurse screaming for someone to help her. 
We could hear her at the end of the hall just past the nurses’ sta- 
tion where there were other staff, but no one moved to help. As my 
mother and I ran down the hall, we came into the room to see my 
father half in the chair, half on the floor, completely unresponsive. 
His left side hanging limp, but worse than the first time. The nurse 
was trying to get under him to get him back into the chair. My 
mother was screaming and I went to get someone to help. Finally 
two other nurses came in and got him back into the bed. 

According to their website, out of the 94 doctors and nurses, the 
Tomah VA has one doctor that is board certified in emergency med- 
icine. This doctor is Dr. James Patterson, the doctor who was work- 
ing in the Urgent Care that day and the doctor who treated my fa- 
ther. Dr. Patterson said my dad had suffered a massive stroke and 
told the nurse that a CT was needed. The nurse replied with, we 
cannot. The CT is down. Dr. Patterson said he would need to be 
transferred to another hospital because they were not able to prop- 
erly treat him there. I asked about the clot busting drug for 
strokes, but he told me they could not administer the drug without 
first doing a CT scan. 

They told us they were going to fly him to Gunderson Lutheran 
in La Crosse. A few minutes later they came back saying there 
were no helicopters flying that day, but they would not tell us why. 
It seemed completely strange, since it was a clear day with no 
wind. Then we were told he would be taken to La Crosse via ambu- 
lance. An ambulance that they were intercepting, that was origi- 
nally on its way for another patient who was having a possible 
heart attack. 

When we arrived at the emergency room in La Crosse, the doc- 
tors indicated that he should have been given the clot busting drug 
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in Tomah and that they could not understand why he was not, nor 
why he was not flown to the hospital. A CT scan was done imme- 
diately and surgery performed to remove the clot from his artery, 
hut my father never regained consciousness. 

Tuesday morning, January 13, my mother was told hy a social 
worker at the hospital that the VA would be paying for all of my 
father’s medical care at Gundersen Lutheran, as well as any rehab 
that would be needed, but my father never left the hospital alive. 
They did another CT scan on Tuesday evening. They indicated he 
had likely suffered another stroke, and had a brain bleed and that 
his brain was swelling. After long discussions with the doctors at 
Gundersen Lutheran about his prognosis, my mother and I decided 
to remove any life-sustaining equipment, and at 4:20 p.m. on 
Wednesday, January 14, my father died at the age of 74. 

In 1982, when I was seven, I traveled to the Tomah VA Hospital 
with my mom to visit my dad at the inpatient mental health unit. 
We did this on several occasions, I am told, but I only have one 
memory. I remember being on an elevator inside the hospital with 
my mom and the doors opening between floors to a brick wall. Who 
knew that 32 years later I would be facing another brick wall of 
sorts, again at the Tomah VA. 

We are left with so many unanswered questions, and the VA has 
been anything but transparent. 

The fact that my father, a man who proudly served his country, 
sat for almost 3 hours in the waiting room of Tomah VA’s Urgent 
Care department is completely unacceptable. 

Had they done something as simple as a CT scan at Tomah, the 
outcome may have been different. My mother lost her husband of 
43 years, her partner, and her best friend. My 10 year-old stepson 
lost his grandfather and I lost my father. The man who taught me 
love, compassion and honesty. The man who, no matter what, al- 
ways had time for me, and the man whose words made me feel as 
though I could accomplish anything. 

I am ashamed to live in a country where men and women are 
sent to fight wars where they suffer horrible injuries and mental 
trauma, and, when they return, instead of being rewarded for their 
service and treated with respect, they are ignored, neglected and 
left to die. 

Like the other families here today, I am tired and I am grieving, 
but I will continue to fight for justice for my father and for other 
veterans. I want to do whatever I can to ensure that no other fam- 
ily has to go through what we have gone through. I want to be 
proud to be an American again. But without drastic and immediate 
change at the Tomah VA, I do not know if that is possible. 

My family and friends have asked what we will do now. We will 
fight back — ^both in the courtroom and in the court of public opin- 
ion. This morning we filed an SF-95 claim with the VA and intend 
to sue, while getting the word out across the Nation. We are rep- 
resented by a leading independent journalist and attorney fighting 
for veterans across the country. His name is Benjamin Krause. My 
dad’s death will not go unnoticed and the VA’s treatment of him 
will not be forgotten. 

[Applause.] 
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Chairman JOHNSON. Thank you, Candace. Candace, again, we 
are so sorry for your loss. These stories are heartbreaking. I think 
everybody in this room feels that. 

I just want to thank all the witnesses for your courage, for step- 
ping forward, for coming here and telling your stories in such a 
public forum. It is not easy. I understand this. It is not easy to tell 
the story. It is not easy to listen to them. But I hope that America 
does hear this. I hope Wisconsin hears this. I hope the VA hears 
them. 

Again, thank you for sharing all that. We will proceed to a round 
of questioning here. It will be 5 minutes. I do ask my colleagues 
to please respect the 5 -minutes. I certainly will, so we can keep the 
hearing moving. 

Candace, I would like to start with you. At what point in time 
did you see a doctor when you first came into the Urgent Care Cen- 
ter? How long did it take before a doctor was even present? 

Ms. Delis. A doctor was present after we had waited nearly 2V2 
hours, and then, even after dad had had the first stroke it was sev- 
eral minutes before a doctor came into the triage room. We were 
just in there with the nurse. So it was over 2V2 hours. 

Chairman JOHNSON. It is a very small facility, is it not? 

Ms. Delis. Yes. 

Chairman JOHNSON. Did you ever see a doctor treating anybody 
else? Were there other emergencies going on? 

Ms. Delis. There were people that had come and gone since we 
had been sitting there waiting. 

Chairman Johnson. Who is evaluating your father for stroke 
symptoms? Was it a nurse? 

Ms. Delis. It was a nurse. It was the same nurse that had taken 
his vitals an hour earlier and put us back in the waiting room. 

Chairman Johnson. When you finally did see Dr. Peterson, did 
he express any shock that this had been going on for so long, or? 

Ms. Delis. It is Dr. Patterson. 

Chairman JOHNSON. Oh, I’m sorry. 

Ms. Delis. That is fine. No. He had a nonchalance about him. 
He acted inconvenienced that he was taken away from whatever he 
had been doing previously. 

Chairman JOHNSON. You were told he was going to be 
helicoptered after this 2V2 hour, maybe 3 -hour wait, helicoptered to 
Gunderson Lutheran, and then that did not happen? 

Ms. Delis. Correct. 

Chairman Johnson. Can you just explain what happened there? 

Ms. Delis. Well, he had asked the nurse to get a CT and the 
nurse told him the CT was down. My mom had overheard someone 
in the hallway. He said, well, what about Tomah Memorial? And 
a nurse told him, we cannot send him there. And then they came 
back in and told us that they were going to Med Flight him to La 
Crosse. So we waited longer and then they came back in and said 
we cannot fly him. We are getting an ambulance. We are inter- 
cepting an ambulance from another patient and we will get you 
there via ambulance. 

Chairman JOHNSON. Do you know why they cannot take him at 
the other Tomah facility? 

Ms. Delis. No. No one will answer our questions. 
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Chairman JOHNSON. We will try to get an answer to that. 

Marv again. 

You said Jason had a 3-month stay. Was that for his drug addic- 
tion? 

Mr. SiMCAKOSKi. Right, he was in there 3 months. Basically the 
doctor was going to try to change up his medications and, and she 
thought it would be best if he stayed right there while she was 
changing all the meds, just because of, what kind of reactions he 
would have and, and she wanted to see him, supposedly daily, as 
he was getting switched from different kinds of medications to oth- 
ers, which we thought were going to be less, obviously. Then after 
he died — we, we had no idea that he was on — I gave him his meds 
daily, but not when he went back into that 3-month period, and 
then when he came home for a couple weeks, I did not even realize 
that until after he died that he was on that high amount of meds. 

Chairman Johnson. But he was being treated for drug addic- 
tion? 

Mr. SlMCAKOSKl. Right. 

Chairman JOHNSON. How many times did you talk to different 
doctors about your son’s care? 

Mr. SlMCAKOSKl. Well, my son had the first doctor who was there 
quite a while. And, I would meet with her and with my son, and, 
I mean, there was times that my son was set to go home where 
I would pick him up and he was all slurry yet. And, I would say, 
I do not think he’s ready to be going back home. I think something 
is wrong here. And she said, well, he’s fine. He’s fine to go. And, 
one time I told her, I said, I see him and I see a lot of these other 
patients that are walking around like zombis here. Everybody looks 
half dead. 

And I said, if he’s so fine, why do not you let him drive your car 
in the parking lot. And she said, well, he’s not driving my vehicle. 
But she said he was able to drive a vehicle. Well, he ended up get- 
ting a speeding ticket afterwards. And I think he went in the ditch 
one time where he fell asleep. And, I mean, he was not in no condi- 
tion to drive, as Heather stated. 

So, it seemed like the nurses and that, it seemed like they tried 
to help, but the doctors would not take advice from the nurses or 
the counselors. I mean, he would go into the group meetings, and 
the 28-day program, and, he did not get anything out of it because 
he was so medded up. He did not even know what was going on 
half the time. All he was worried about was getting his medications 
from the VA. 

Chairman Johnson. So you are just saying the doctors were 
dismissive? 

Heather, did you have discussions with doctors? Did you ever get 
any explanation? 

Ms. SlMCAKOSKl. I did not have discussions with the doctors, but 
I would ask Jason, all the time why his behavior was so erratic and 
we would talk to Marv. He would include Marv on everything and 
Marv would talk to doctors, but we never got anywhere. 

He was safer, in my opinion, in our home than he was in their 
care, because they consistently did the opposite of what we 
would — and what Marv would ask them to do. 

Chairman JOHNSON. Thank you. 
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Chairman Miller. Dr. Johnson, in your testimony, you men- 
tioned that your refusal to fill several narcotic prescriptions written 
by Dr. Houlihan were the basis for your firing, is that correct? 

Dr. Johnson. Yes. 

Chairman Miller. In your career as a pharmacist, how many 
times have you refused to fill a prescription? 

Dr. Johnson. Those that were from the Tomah VA and one other 
prescription at my current facility. It was for a methadone pre- 
scription that was trying to be illegally prescribed for opiate with- 
drawal, which is illegal if you do not have a special license. 

Chairman Miller. And how many times were you retaliated 
against for not filling these prescriptions? 

Dr. Johnson. Every time at the Tomah VA and essentially even 
the time at the current facility I’m at. 

Chairman Miller. You were retaliated at your current facility as 
well? 

Dr. Johnson. Yes. 

Chairman Miller. Your testimony, you mentioned you were only 
at Tomah for a year? 

Dr. Johnson. Yes. 

Chairman Miller. From July 2008 to June of 2009. Talk about 
your career before and after. 

Dr. Johnson. I came to the Tomah VA Facility — I was actually 
a new pharmacist. I did my residency in Columbus, Ohio, at the 
VA there. I worked under a board certified pain specialist at that 
time. And I also worked in some chronic disease state management 
clinics and then I came to the Tomah VA as my first job outside 
of residency. After the Tomah VA, I did a short stint with a retail 
pharmacy of Walgreens for a few months. And then I sought to get 
back into the VA system in the Des Moines VA and I have worked 
there since 2010, working in their pain management clinic as well 
as doing Patient Aligned Care Team (PACT) med management as 
far as chronic disease state management. 

Chairman Miller. Mr. Honl, in your testimony you stated the 
system was slow to respond but quick to silence those who raised 
concerns. Can you elaborate further for us? 

Mr. Honl. Just from the very moment that I blew the whistle 
and I came out publicly — I filed one morning and a few hours later 
I heard from somebody at the OIG, and they basically put an op- 
tion before me. Put me on the spot and said, you can do this anony- 
mously and then it will go directly down to the Facility and they 
will have to investigate it, but we will be able to more thoroughly 
investigate if you give us your name so you can give it to the chain 
of command. 

And, of course, it is one of those crossing the Rubicon-type 
things. Once you make the decision to release your name publicly, 
then, especially in the VA culture, get ready for a wild ride. I 
mean, the circus is just beginning. 

And it happened all the way from within my service line, and it 
just built from there. I mean, my initial complaints were just fraud 
and abuse and, trying to get somebody to look at it within my serv- 
ice line. And before I know it, everybody is telling me, do not go 
to Dr. Houlihan, who is the one I would have to jump over my serv- 
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ice line manager to talk to, because he retaliates and nothing gets 
done and he’s been investigated over and over again. 

And then Mario DeSanctis, well known that he was a rubber 
stamp. Do not go to him, because David Houlihan is the one who 
wears the pants in the Facility. So I was left with, OK, go to the 
OIG, but once I go to the OIG it goes down to VISN 12 in Chicago 
and then comes back down into the Facility for, basically for Dr. 
Houlihan to investigate himself. And just imagine where that goes. 
No where. 

But that’s what’s been going for years in the Facility. It is not 
just me. I mean, Noelle talked about it and it has been going on 
for years and years where complaints are sent down instead of up 
to the people who can independently and objectively investigate. 

Chairman Miller. Heather, in your written statement, you ques- 
tioned why alternative treatments were not provided to Jason. Did 
Jason ask for any alternative treatment? 

Ms. SlMCAKOSKl. Jason did not ask for any alternative treat- 
ments, but I do not know anyone with an addiction to pain medi- 
ation that is going to ask for a different treatment. 

Most of them cannot say no. They are going to take whatever 
they get and numb the pain, whether it is with that same prescrip- 
tion or something different. 

Chairman Miller. Did the doctors ever offer something alter- 
native to prescriptions? 

Ms. SlMCAKOSKl. Absolutely not in my knowledge. They have 
never offered anything except substitution of medication. 

Chairman Miller. Candace, real quickly, because I only have 
just a few seconds left. But, if your family had not had to worry 
about being charged for going to a hospital other than Tomah, do 
you think you would have gone to another hospital or would you 
have gone to Tomah anyway? 

Ms. Delis. Absolutely. We live in Marshfield and we have the 
Marshfield Clinic there, and it is one of the better facilities in the 
State. 

Chairman Miller. Thank you. 

Chairman JOHNSON. Senator Baldwin. 

Senator Baldwin. Thank you. 

Heather, you and I have talked about the tragic loss that both 
you and your daughter Anaya must deal with because of Jason’s 
death and you deal with that every day. But this treatment at the 
VA, started to effect your family a long time before Jason’s death. 
And in your testimony you talk about the long-term impact of all 
the medications that Jason had prescribed to him. Can you talk to 
us about how Jason’s personality and behavior changed from when 
you first met him and when he began the treatment at the Tomah 
VA. 

Ms. SlMCAKOSKl. Absolutely. When first met Jason, his person- 
ality was magnetic. I do not know a girl in the world that would 
not have wanted to date Jason. We went down that road in the be- 
ginning. I mean, Jason was driven, motivated. When I met Jason, 
I truly believed our future was going to be limitless. I believed we 
would have the American dream. Everything would be amazing 
and wonderful and perfect. 



28 


And once he started receiving the treatment, the prescription 
pain medications, it slowly starting with him missing a day or two 
of work. Then he became irritable. It became to the point where he 
would not remember what he was saying, what he was promising. 
He started missing holiday events, special occasions because he 
could not get out of bed. He would — to the point where he would 
lay in bed sometimes for days, weeks at a time. 

He did not want to do that, but he, he could not. He could not 
get up. He could not do anything. And there were events for our 
daughter Anaya that he would miss. Very special events. There 
were times he found it hard to get of bed sometimes to do very 
basic tasks for her. 

He became somebody that, like, I did not even know. It was, like, 
Jason’s body and face was there, but his personality changed so 
much, to a point where it created so much difficulty to where I 
would have to move out at times and move back in once medication 
would appear to make him normal, and then he would go back to 
the doctor. They would change his medication again. He would 
come back. It was constantly a roller coaster ride. 

We always had hoped that he would be the same, but it just 
never was. He would nod off, fall asleep. He would fall asleep driv- 
ing. He would fall asleep eating. 

There were times he would get up in the middle of the night, 
turn on the oven and if I would not wake up, I would be afraid he 
was going to burn the house down. There was all kinds of erratic 
behavior. His appearance. Everything. 

The side effects were just jarring. And I cannot imagine a doctor 
sitting across from Jason, looking at him when he first came and 
got treatment on that first day to the end, would not see those side 
effects, because they were clear to everyone around, not even just 
me, friends, and people in the community noticed it as well. 

Senator Baldwin. Marv, you raised Jason from a young boy to 
a proud Marine, and can you also speak with us about the changes 
that you saw occurring with Jason after he first began receiving 
treatment at the Tomah VA? 

Mr. SiMCAKOSKi. Well, first of all, he went from about 180 
pounds to 250 before the day he died. He had lost all his self-es- 
teem. He did not want to be seen in public anywhere. He did not 
want to go in any place to eat. He would go to a drive-up window, 
because he did not want to go inside anywhere. 

He worked with us in the family construction business. And, I 
mean, I would have to go check on him a lot of days because he 
would not come to work and I would have to get him out of bed 
and get him going and make sure he took his medication. 

And when he first got back from the Marine Corps he was an en- 
ergetic, motivated person. I mean, he wanted to go far. He wanted 
to make our business boom, bigger. He had a lot of great ideas. He 
was really smart, and he had a real nice personality. I mean, he 
could think of anything. I should say, not think of anything. He 
could actually do anything he wanted. He was real talented, but he 
lost all that. He lost his drive for anything. 

And, like I said, his, his weight, I mean, he could not bend down 
good to tie his shoes or anything at the end. I had a hard time just 
getting him to function every day, but he was good for awhile. And, 
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like I said, then all of a sudden with all these different medication 
changes, he just went downhill real fast. 

Senator Baldwin. Heather, I wanted to ask you about the state- 
ment you made in your testimony regarding missing police reports. 
Can you recall any instances where Jason reached out to the 
Tomah VA Police Department regarding other Tomah VA patients 
attempting to sell opioid prescription drugs like OxyContin? 

Ms. SiMCAKOSKi. Yes. I have text messages on one of Jason’s old 
phones from 2013. He had gotten a different phone later on, but 
we still have that phone at my house. And when I go through it, 
there is several, I think there is over 160 text messages between 
the Tomah VA police chief and Jason where Jason did not want to 
be on drugs. 

He actually said the temptation of the veteran trying to sell him 
the drugs was enough to make him want to turn that veteran in, 
because he could not resist the temptation. So he, actually was 
working with them. He was willing to actually do a controlled buy 
or wear a wire, or anything he could to get this veteran off the 
streets, per se. And at the end of the day, nothing ever became of 
it. Jason sent screen shots of the veteran to the Tomah VA Police 
Department, screen shots of the veteran offering to sell them drugs 
and nothing ever became of it. 

Senator Baldwin. Page three of the 

Chairman JOHNSON. Please stick to time limits here. 

Senator Baldwin. OK, we will follow up on the next round. 

Chairman JOHNSON. OK. Thanks. 

Mr. Walz, if you would also please also just reintroduce yourself. 
I am going to ask Congressman Abraham to do the same thing, ac- 
tually. 

Mr. Walz. I am Tim Walz. I have served on the VA committee 
for the past four Congresses and I represent Minnesota’s First Con- 
gressional District, which is the southern tier of Minnesota. 

Once again, thank you all for your testimony. And, Mr. 
Simcakoski, it was painful to hear you to speak, and I hope it was 
painful for everybody in this room to hear it. Because, if that is 
what it takes to shake us out of this, because I am going to tell 
you something here that is this is all senseless and avoidable, we 
are hearing this, but I am going to tell you something that is prob- 
ably really going to make you angry. 

What you are telling, other people have been down this road, and 
folks have tried to implement that and that is what gets so frus- 
trating. 

Heather, could I ask, why was Jason being prescribed this? What 
did they say was wrong with him? Why were they prescribing him 
these drugs? 

Ms. Simcakoski. His diagnosis would consistently change. One 
doctor would say one thing, another doctor would say another. It 
was consistently changing. One doctor would say he had one men- 
tal illness and the next doctor would say he does not have that. 
And they would say he had something different. It was always a 
changing story. 

Mr. Walz. And before he went in there, and as you noticed this, 
and I think most of us in this, there is a lot of folks sitting behind 
you and folks that understand this, that PTSD and other things 
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were starting to get to him. Why did he go in the first time? What 
did he hope to get from it? I mean, what did he want them to fix, 
if you will? 

Ms. SiMCAKOSKi. His addiction to the pain medication. 

Mr. Walz. All right. And it is the pain medication. This is what 
I want to get back to again. And I want to read this for you, Marv. 
This is going to not make you happy. 

My colleague and I, Jim Ramsey, had introduced and subse- 
quently passed through Congress in 2008, VA Pain Directive 
2009-053, calling for implementation of a system wide tiered pain 
management model that stepped up before we got to where you got. 
We went all the way through this and the Institute of Medicine, 
which is the gold standard for looking at this, this is what they 
said about the VA. They said the VA has done an excellent job in 
developing this comprehensive blueprint. 

Did any of you speak to a pain care management person? 

Mr. SiMCAKOSKi. Absolutely not. 

Mr. Walz. Do you know how many people do? Seven percent 
were on pain management? 

Mr. SiMCAKOSKi. I did not even know there was one. 

Mr. Walz. Yes. You did not know there was one. 

Mr. SiMCAKOSKi. No. 

Mr. Walz. And do you know what that person’s job was supposed 
to be? To counsel you as the family and you with your right to sit 
there advocating for your son as an advocate to explain to the en- 
tire family and to the patient exactly what these things were. 

And what the Chairman was asking about is, were there other 
alternatives? Like chiropractic care? Because if you can relieve the 
pain — the issue here is to get rid of the pain. 

The issue is not — and be very clear. These drugs are powerful 
and important and helpful tools in the right dosages in the right 
situations. But the problem is, it is an easy way to get away from 
looking at the root cause of the problem, and you were never asked. 
You were never asked to get there. 

I am going to ask you. Dr. Johnson, was that available? The pain 
care management? Was that available at Tomah? 

Dr. Johnson. Absolutely not. 

Mr. Walz. So it was never implemented? Because here’s what it 
says, unfortunate stepped-care model for the critical but unfulfilled 
component of their national pain strategy. So no one told you about 
it? 

Dr. Johnson. No. 

Mr. Walz. And, Mr. Honl, you are convinced, even if it was 
there, that these guys would have gone around it anyway. 

Mr. Honl. That is absolutely correct. 

Mr. Walz. Do you think, though, if it would have there been 
there, it would have been part of the culture, that everybody who 
came in, like Jason, and they had to go through this with their 
family and to get all this, because I think each of these people hit 
on something very important. This sense of trust. We expect them 
to do the right thing. And do not get me wrong. The vast majority 
of employees at the VA want to do that, but the fact of the matter 
is, I am not a pharmacologist and I do not know pharmacological 
interactions and everything else. That is somebody else’s jobs. And 
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their job is also why we put this in, to explain it to the most impor- 
tant person, that is the end user and the veteran. Nothing like that 
happened? 

Dr. Johnson. No. 

Mr. Walz. At your new facility, is it being done? 

Dr. Johnson. At our new facility, we do have a pain manage- 
ment, I guess, actual program, and we do offer alternatives, not 
just opioids. And we do try to get those patients under the 200 mil- 
ligram morphine equivalent that they are on, but our interdiscipli- 
nary team offers chiropractic care, acupuncture. We have a phys- 
ical therapist (PT) and occupational therapist (OT), psychologist. 
We have that whole team in place. 

Mr. Walz. Basically what the law asked to do? 

Dr. Johnson. Yes. 

Mr. Walz. They have that in Minneapolis, but they have one chi- 
ropractor for 10,000 people. And they offer a yoga class at 2 p.m. 
on Wednesdays. Work that into your schedule. 

Dr. Johnson. Yes. 

Mr. Walz. My issue here is 

[Applause.] 

The issue is changing the culture on this. I would ask you, in 
your professional opinion, before my time runs up, and maybe ask 
the Simcakoski’s on this. We cannot guarantee that would have 
prevented this senseless loss, but do you think it might have done 
something? 

Dr. Johnson. I believe that the tragedies that happened to them 
were absolutely preventable. 

Mr. SiMCAKOSKi. I do not know. I guess it may have helped. It 
just all depends on what the doctors did after that point. I mean, 
if they were not willing to work with the pain management team, 
then I guess it would not help. 

Congressman Walz. Just as a side note. It expired on October 
31, 2014, in the VA. We have not been able to reauthorize it. 

Dr. Johnson. Can I reiterate something here? Even if the doc- 
tors would not have agreed to work with the pain management 
team or done that, it is the pharmacist’s job and their responsi- 
bility. The drug stops there. It comes out of their hands. They are 
the end gate. They should have stood up and said no. I would not 
have processed those medications that were prescribed to Jason. 
Obviously I did not dispense some that I did not feel were appro- 
priate. Had somebody said no, even if the doctor decided whatever 
they want to do. 

Doctors are not God. They have a license. They need to stand up 
and say no. And everybody at that Tomah VA should be held ac- 
countable for that. Not only the people that knew, but every single 
pharmacist that has dispensed one of those medications. 

Those medications on the street, every single one came through 
the hands of those pharmacists. There needs to be accountability. 

Congressman Walz. Thank you. Thank you, Mr. Chairman. 

[Applause.] 

Chairman JOHNSON. Congressman Abraham, if you could intro- 
duce yourself real quick before you start questions? 



32 


OPENING STATEMENT OF CONGRESSMAN ABR AH AM 

Mr. Abraham. I am Ralph Abraham from Louisiana. You can 
probably pick it up from the accent. I am a practicing physician 
also, so I want to first say thank you for your moral courage. I see 
many of our veterans out in the audience. And acts of courage that 
are unbounded, I know you have performed, but moral courage, you 
have time to think what could happen when you testify like this, 
so thank you so much for showing up and speaking up and being 
here. 

And, as a physician, you are right. Doctor, there still exists some- 
times a God complex that we tend to endow, and shame on us for 
doing that, and kudos to you for saying no when you should have. 
If more of that would go on, then we would be more held account- 
able. 

Like Senator Baldwin said, there is a sacred trust. And what 
more sacred trust between a doctor and a patient? To me it is even 
more sacred than a marriage, because a patient will tell me things 
that they will not even tell their spouse. So we are entrusted wit^h 
so much of that and when we reach that, then, again, what a trag- 
edy for, for you guys, because you all have lived it and there are 
no words to describe that. 

My question to you. Dr. Johnson, and I think you mentioned in 
your opening statement, there were no routine urine drug screens, 
used to monitor drug use or abuse, is that correct statement? 

Dr. Johnson. That is correct. And we were actually advised 
against urine drug screen testing because, in the face of a negative 
drug screen, doctors were being coerced or forced into still pre- 
scribing the medication, and then we were told we would be held 
liable for those medications that were being dispensed when some- 
thing unfortunate happened, which is the case. 

Mr. Abraham. Yes. How crazy is that? I mean, we know if it is 
not in the urine, it is not being used. 

Dr. Johnson. Correct. 

Mr. Abraham. It is being diverted somewhere. On the Opioid 
Safety Initiative, were any of the National Opioid Safety Initiatives 
that I am familiar with, were they implemented at the Tomah facil- 
ity? 

Dr. Johnson. When I was there, no. A lot of those Opioid Safety 
Initiatives did not come out until 2013. 

Mr. Abraham. Right. 

Dr. Johnson. But even just one of the initiatives right now is to 
keep it under 200 milligram morphine equivalents per patient, 
which is still actually a fair amount of opioid. 

Mr. Abraham. That is a lot. 

Dr. Johnson. The unfortunate part with Dr. Houlihan, that I be- 
lieve even with some of the other providers, was that they were un- 
willing to implement the standard of care or try to bring those pa- 
tients down. He absolutely refused to change some of those pre- 
scriptions, which does not make sense to me. 

As, if you are going to give immediate release acting medication, 
why would you do that? Why would you not change him to some- 
thing that could have been long acting that would have given bet- 
ter pain control or just try something different that would have 
given overall a better outcome for the patient. And that is why I 
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think the motives of him need to be questioned, because it does not 
make any sense, as a clinician, why he, he prescribed the way he 
prescribed. 

Mr. Abraham. And I think. Heather, it was you that said, we 
cannot measure — once we put more than one drug in a person’s 
system, much less 14 or 15, no, we do not really know the inter- 
actions. Everybody metabolizes drugs differently. Everybody han- 
dles drugs differently. And there is no way to know that. 

One thing the VA, as a system, Mr. Honl wants is continuity of 
care. That is what they tout is they want that veteran to come back 
over and over. But in Jason’s case, especially, and a little bit in 
your case to, Ms. Delis, that when they saw the physical changes 
in Jason, the weight gain, the unability to perform work, the pur- 
pose of continuity of care is to — somebody say, hey, what is dif- 
ferent here? And, unfortunately, and tragically, it did not work in 
this case, but that is the purpose. 

So, again, like you say, Mr. Honl, it goes back to the culture of 
the system. And, the panels, everybody up here, we have talked 
and we understand that it has to be changed and it has to be 
changed quickly. We are behind the curve by light years and we 
need to catch up, so, again, thanks for your testimony. 

I am most honored to be here. 

I yield back to the Chair. 

Chairman JOHNSON. Thank you. Congressman. Congressman 
Kind. 


OPENING STATEMENT OF CONGRESSMAN KIND 

Mr. Kind. Thank you, Mr. Chairman. 

I am Congressman Ron Kind. I have the responsibility, the 
honor, really, of representing this district, as well as the Tomah VA 
Medical Center. 

And Chairman Miller, Chairman Johnson, thank you for agree- 
ing to hold this field hearing. This is not easy. These stories are 
not easy to be told or to be heard. And hopefully by having it here 
in the Tomah community it made it a little bit easier for all of you 
to share that. 

I want to thank Senator Baldwin and my colleagues for joining 
us at this field hearing. 

And, I was born and raised on the belief that we owe our vet- 
erans a debt of gratitude, as well as the benefits that have been 
promised to them that can never fully be repaid, but we have to 
try. And we can study all the reports, and look at all data, and all 
the trend lines, look at all statistics that we want, but there is 
nothing more powerful to us policymakers than these personal sto- 
ries and how difficult it is for you to share them with us. 

We share in your grief. We offer our condolences. But as I have 
had the chance to speak to all of you about what you have just 
gone through, I think there is an agreement at this witness table, 
and you have all done a great job testifying, that you want to do 
your best to help us ensure that no other veteran and no other 
family has to go through the type of pain and live through the type 
of tragedy that you just shared with us today. And that is the high- 
er calling, I think, that we here as Members of Congress are re- 
sponsible to ensure that our veterans are getting the care and the 
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treatment that they earned and that they deserve. And I think that 
is our promise to you that we are going to not rest until we can 
achieve that goal. 

So thank you for testifying and for being here today. 

Dr. Johnson, let me ask you, because I have limited time. I do 
have a few questions for you. Are we getting better? Is the VA sys- 
tem getting better at recognizing protocols of care or best practices 
or best evidence of medicine when it comes to the proper pain 
treatment that our veterans need right now? 

Dr. Johnson. Overall I would like to say yes. After the 2013 
VHA Directive came into play limiting those morphine equivalents, 
that has become a big thing. The pendulum on pain management 
is swinging from constant opioid medications to finding alter- 
natives for patients. We are trying to implement those cognitive be- 
havioral therapy programs for several of those veterans. 

It is a slow change. And we have built a culture so far that we 
have been giving these patients this medication for so long, they 
are addicted — it is hard to bring those patients off of that medica- 
tion. So it is going to take time for the whole entire culture and 
the facility VA wide to change, but I do believe, for the most part, 
and most of those VAs, this is occurring. 

Mr. Kind. But you feel more confident that there are complimen- 
tary forms of treatment, alternative forms of treatment, that can 
supplant the cocktail type of default button that seems to be 
pushed all too often with our veterans? 

Dr. Johnson. Yes. And I would actually like to note that the 
American Academy of Neurology actually just posted that article 
recently and said that there is no long-term evidence to support 
chronic opioids in back pain, fibromyalgia, or headache pain. That 
is probably three fourths of the patient population that I see. 

I am not doubting the patient’s pain. What I am trying to say 
is that as the brain chemistry changes because of the drugs we are 
giving, we need to find ways to find other medications or other non- 
pharmacological ways to deal with that, because the brain can do 
that. 

Mr. Kind. Here’s what I have been having problems with the 
knowledge. I do not have a medical degree. I did not go to med 
school or anything, but my suspicion is every individual’s pain 
threshold is going to be different. Therefore it’s going to require a 
more individualistic type of treatment regimen for that veteran. 
How good are we getting at being able to provide that individual 
recognition to the veterans? 

Dr. Johnson. I do think we are starting to get a little bit better. 
There are some sites that, would potentially even offer some ge- 
netic testing or those things to try to make sure that there are 
those who would absorb or break down the medication differently. 
Each patient’s pain is definitely different. It’s my job as the phar- 
macist on the team to make sure that we are prescribing the medi- 
cations that are directly related or best to treat their pain. More 
often than not, it’s not an opioid, unfortunately, for chronic pain 
patients. I mean, acute pain is a different situation, but I do be- 
lieve that we are trying to individualize. 

I will be honest, what I see a lot in my pain management team 
right now, unfortunately, is trying to deal with the mess that we 
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have made, and that we are dealing with a lot of addictions. We 
are not necessarily dealing with pain management. 

Mr. Kind. Mr. Honl, let me switch to you. And thank you for 
your courageous effort in all of this, with the pushback that you en- 
counter now, even threatening letters for defamation that you have 
had to endure, but you talk about the problem of not having the 
entities investigate themselves, but clearly we cannot send every 
complaint at a VA Medical Center outside for independent inves- 
tigation. Are there lines that we can draw here that can help us 
where that’s needed in certain circumstances and what needs to be 
dealt with internally? 

Mr. Honl. Yes. I would just say, out of my experience, better 
staff work. I mean, if you are going to have a veteran staffer, they 
should probably be a veteran. They should probably be somebody, 
when they look at a report that they can identify that quickly. 

In this case, really, the bigger problem is with the OIG, because 
that’s their job, right? I mean, they are the ones who field com- 
plaints, along with you guys. And in a perfect world it would be 
the OIG that would be trusted, so they would not have to go to you 
all. 

And so the problem is things just kind of snowball. You guys get 
hammered with more complaints, because nobody trusts the OIG, 
so you are overworked and you get these reports coming back and 
forth. I mean, balls are going to be dropped, right? It’s just human 
nature. 

So, again, I bring it back to two things. 

No. 1, the big thing is accountability — whether it’s the OIG or VA 
leadership. The VA is a big bureaucratic organization. And you 
have a lot of sacred cows and you have a lot of moving parts there. 
And when you have that type of a system, you have to have a sys- 
tem of accountability that’s tightly controlled. 

Out of my experience, when I was in the Army and I had to rate 
non-commissioned officers (NCOs), there was the best NCO, there 
was the worst one. And that’s how you rated them. There’s a bot- 
tom one. There’s a top one. 

When I was a sales manager in the corporate world, there was 
the best sales representative, the worst sales representative. 

You know what it is in the VA? It has not gotten much press. 
470 senior executives in the VA. Nobody below the line. Nobody. I 
mean, that’s something to me that just defies logic. 

And on top of that, they all get paid bonuses. 

So until, there’s accountability, until there’s a ranking structure 
where you can go, here’s the people that are below the line. Here 
are the people that need work or they need to go somewhere else. 

The VA is hijacking itself and I do not think the proper response 
from the VA is to say, well, it’s Federal workers. It’s harder to get 
rid of somebody, blah-blah-blah. They are hijacking themselves. 
They cannot even rate who a poor performer is, so of course they 
are going to have a hard time getting rid of the poor performers, 
because they are all great. 

Mr. Kind. Again, I thank all of you for your testimony today. We 
appreciate it. Thank you. 

[Applause.] 

Chairman JOHNSON. Congressman Duffy. 



36 


OPENING STATEMENT OF CONGRESSMAN DUFFY 

Mr. Duffy. First I want to thank Chairman Miller and Chair- 
man Johnson for holding this hearing in Tomah. So often these 
hearings take place in Washington D.C., hut the impact that the 
Tomah VA has had on this community and on our community, I 
think it’s important that this hearing be held here in Tomah. And 
I am grateful for both of you for agreeing to have it here where so 
many people can attend and be part of the process. 

I do see a lot of veterans here as well. I want to thank you all 
for your service and I know you are coming out not just to make 
sure we are holding the Tomah VA accountable, but you are here 
supporting your fellow families, who are very courageously telling 
their stories to this committee, and sometimes to the public for the 
first time, so thank you all for coming and participating. 

I do want to make one note. We are hearing some of the horrific 
stores of some of the bad actors in the Tomah VA. I know a lot of 
veterans who do get good care here in Tomah and we have a lot 
of people who care for our veterans here in Tomah and they work 
their heart out every day to make sure they offer good care. And 
we cannot forget about that either. 

But the stories that we have heard today are absolutely unac- 
ceptable. We should not have any of the stories of spouses, of 
daughters, of fathers of people who have passed away because of 
inadequate care. 

But I do want to make that one note that it’s not all bad. And 
I think it’s important to note that. 

This is, I will say, not the last step. This has to be our first step. 
I think our community, our delegation, the Veterans’ Affairs Com- 
mittee cannot let up. We cannot go home after today and say, this 
is the end. This is the first step in a long process to make sure we 
reform the VA so it works for our veterans, the men and women 
who have raised their hand to serve their country and are lucky 
enough to come home, to think that their lives would be risked in 
the healthcare system that was set up to benefit them, I mean, is 
absolutely unacceptable and untenable. And I think it’s all of our 
jobs to make sure that this is the beginning of the end of poor care 
in the VA system. 

Candace, I want to be clear. When your, when your dad was 
showing the first signs of a stroke, from the first signs — I know 
there was — ^you could argue, well, he had some other issues medi- 
cally that could have been misdiagnosed on the phone, but when 
you made it here to Tomah and he became limp on the one side, 
how long was it from that point until you actually left to go to La 
Crosse? 

Ms. Delis. There was an hour, about an hour in between the 
first stroke and the second stroke and then there was about 30 to 
40 minutes after the second stroke that we actually left to go to 
La Crosse, and then it was another over an hour to get to La 
Crosse. 

Mr. Duffy. So it’s fair to say there was an hour and a half where 
he was showing the signs of having a stroke and care was not pro- 
vided to him? 

Ms. Delis. That’s correct. 
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Mr. Duffy. He sat in the waiting room and then back in the 
emergency room? 

Ms. Delis. I would like to add that, in the waiting room, when 
he had the first stroke and he was slumped over, visibly slumped 
over in the wheelchair, my mom was screaming. The woman at the 
desk sat there and did nothing. 

Mr. Duffy. Did nothing? 

Ms. Delis. I got up. I ran to the desk. I said, you need to get 
a doctor. And then she finally got up, took her time, went down the 
hall. 

Mr. Duffy. Slow walk. 

Ms. Delis. And got someone. All the while we are trying to talk 
to my dad and get him to respond. 

Mr. Dufey. An hour and a half and then another hour to La 
Crosse? 

Ms. Delis. Yes. 

Mr. Duffy. Ms. Johnson, you had indicated there were — and we 
have not talked about this a lot. If you could try to answer this 
somewhat quickly. I have limited time. You said there were three 
people who really have not been talked about who died in — is it the 
parking lot here in the Tomah VA that are not part of the official 
reports, is that correct? 

Dr. Johnson. Yes. There were three unexpected or unexplained 
deaths in the parking lot that spanned a 4-month time frame. I be- 
lieve it spanned over the 2008 and 2009 period, so it would have 
been the winter months. Those are actually documented, you can 
see, in the concerns of the President of the American Federation of 
Government Employees (AFGE) that she had submitted to the IG 
and Capitol Hill, I believe, in 2009. 

Mr. Duffy. Do you know what those deaths were attributed to? 

Dr. Johnson. No. At the time, I said this to VA Accountability 
Review Committee, that I was not there. I never saw the person 
in the parking lot. I am just saying that the Tomah VA is a small 
facility. I was told that they were Dr. Houlihan’s patients. I do not 
know whatever happened to those patients. I do not know whether 
they were ever accounted for or whether there was an autopsy 
done. 

Mr. Duffy. Did you tell the IG about these deaths? 

Dr. Johnson. Yes. 

Mr. Duffy. And just quickly, did you see the cocktail of drugs 
that Jason took before he passed away? 

Dr. Johnson. On the MSNBC list, yes, I got to see it. 

Mr. Duffy. Was that a dangerous cocktail, in your opinion? 

Dr. Johnson. Absolutely. I would have never ever dispensed 
them. The diazepam alone was 60 milligrams. The maximum is 40. 
Plus he was on temazepam. That’s two benzodiazepines. Plus 
Suboxone and tramadol. You would never do that. Never. 

Mr. Duffy. My time is about to end, but I have five daughters 
myself. Heather, and I cannot imagine your daughter at 12 years 
old not having a father to walk her down the aisle. I think that 
was the most touching point. Little girls should have a dad and lit- 
tle girls should have a dad walk their daughters down the aisle 
when they get married and I am sorry for your loss and I promise 
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this panel will do everything we can to make sure that we remedy 
what has taken place here. 

Thank you for your testimony. 

Chairman JOHNSON. Congressman Pocan. 

OPENING STATEMENT OF CONGRESSMAN POCAN 

Mr. Pocan. Thank you Mr. Chairman. 

My name is Mark Pocan. I represent south central Wisconsin, 
parts of six counties in the lower part of the State. 

First of all to the family members, I do not know if I have the 
words adequately enough to express the condolences. I just want 
you to know that what you are doing today and what you are con- 
tinuing to do, to talk out will definitely leave a legacy for your fam- 
ily members, because it’s so powerful. We will get something done. 
And it’s because of your courage and your speaking out that that’s 
going to happen. 

If I can just ask a quick question of Heather, it’s all right. 

Your husband, was he receiving the opiates because of a physical 
injury while he was serving? I am not sure if I quite understood 
that. 

Ms. SlMCAKOSKl. No. Jason did not have any kind of chronic 
pain, so his receiving all of those medications was completely bi- 
zarre from day one. 

Mr. Pocan. Did you think he was receiving the opiates because 
of post-traumatic stress? 

Ms. SiMCAKOSKi. Yes. And other, maybe anxiety, things like that, 
but I am not a physician. 

Mr. Pocan. Sure. 

Ms. SlMCAKOSKl. But just applying common sense, when you are 
treating with an addict, even if there are other addictive medica- 
tions that can be prescribed, even if they are not his pain killer of 
choice, there’s popular street alternatives that were given to him 
that anybody with common sense would not give somebody with an 
addiction problem. 

Mr. Pocan. Sure. 

Ms. SlMCAKOSKl. Those medications for treatment. 

Mr. Pocan. Thank you. And then a couple questions for Dr. 
Johnson and Mr. Honl. 

So I cannot wait for the OIG and the VA, quite honestly, I have 
lots and lots of questions for them and, looking at that report, one 
of the problems that we have talked about is how do you get rid 
of the problem performers? But if you look at that report that we 
only got because a member of Congress had to make a formal re- 
quest that they did not get otherwise, which I find outrageous, that 
if it had not been for that formal request we would not even have 
this to move forward, but the fact that — it’s not just the employees 
that we need to get rid of, that, may have been around for a little 
while, but in both of your cases, you were around short enough 
that you had no protections. And I believe, if I remember right. Dr. 
Johnson, you were a couple weeks before your year was up where 
you might start getting those is when this happened to you. And, 
Mr. Honl, I think, same thing. Before you left you had a couple — 
within a week of you making an accusation, that’s when you start- 
ed getting the formal complaints. 
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Can you both just, one, just say if that is correct? Two, what rec- 
ommendations do you have for people like yourselves that are 
watching this and able to blow the whistle, but, if you do, you risk 
your jobs? What could be improved to make sure you are getting 
the protections? 

Mr. Honl. I have said this over and over. I think ultimately 
there are not any real whistleblower protections. Just by definition, 
when you blow the whistle, you are doing it on wrongdoing, and 
when there’s wrongdoing, there’s wrongdoers, and they are not 
going to like that you blow the whistle, so, real protections, yes. I 
mean, you mentioned a probationary period. I mean, that’s been 
used here in this case. I was only there for 8 weeks, but, you are 
faced with what all whistleblowers are faced with. Do you hang in 
the system until the bitter end, until the OIG gives Dr. Houlihan, 
the investigation, and all of a sudden you do not have whistle- 
blower protection and, I was a secretary, so maybe I did not cross 
all the t’s or dot all the i’s, and see you later, right, and have a 
termination on your record, or, do you do what I did and I resigned. 
I mean, I just got out of there. 

And initially I was going to be like any other person that had 
been run out of there. I just wanted to forget about it. 

Mr. PoCAN. Sure. 

Mr. Honl. And, since I was public, then I just had everybody out 
of woodwork coming to me with stuff as serious as patient deaths. 
So, yes, I mean, I do not really have an answer for it, other than, 
yes, the system needs to be examined, because one thing that — I 
think that there’s a misperception in the public about Federal em- 
ployees. And that’s that they cannot be fired. Let me say, defini- 
tively, that is not true. OK? The 470 senior executives cannot be 
fired, because they are incompetent and do not know how to do 
proper ratings, but the people on the front lines like Dr. Johnson, 
on the front line, they get run out all the time. And a lot of the 
times it is in that probationary period, so. 

Mr. PocAN. If we could just give couple seconds to Dr. Johnson 
to respond. Thank you, Mr. Honl. 

Dr. Johnson. I was just going to say, I was taught, right is al- 
ways right and wrong is never right, so, as a whistleblower, I guess 
no matter what kind of repercussions are going to happen, I was 
not going to be responsible for more deaths in the parking lot. 

That being said, I believe that any legislation that was trying to 
be enacted and to protect those whistleblowers, and I believe her 
name is Ms. Flanz, I think, or something I read in the article that 
she said that the current system is fine and it works just fine. It 
does not work just fine. We are both examples of that and it only 
protects the management. So if anything can come of that and that 
portion of it, I would really like there to be legislation that actually 
passes and goes through that holds those people accountable. Even 
at the current facility I am at now, I have experienced it over 
again, and nothing happens to those people. They are allowed to 
continue to do that because they are in a position of leadership. 

Mr. PoCAN. Thank you. 

[Applause.] 

Chairman Johnson. I know I have lots of questions. I know my 
colleagues do too, but I want to be very respectful of everybody’s 
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time, so we always hold the record open for 15 days. I would ask 
all the witnesses here to he willing to take questions from Members 
of this panel. It would be very helpful to us. 

I certainly want to thank you for your thoughtful testimony, your 
thoughtful answers to our questions, your courage to tell these sto- 
ries. 

I think I speak for everybody on this panel. We are committed 
to doing everything we can to make sure these tragedies do not 
happen to others. And I just ask you to, please, continue to share 
your story. It’s probably the best possible solution for the steps we 
can take to solve these problems. 

So, again, thank you very much and with that I will call the next 
panel. 

Thank you. 

We have seated another panel. Again, it is the tradition of this 
Committee to swear witnesses in. I guess we have two main wit- 
nesses and other people who may assist, so everybody who may tes- 
tify or assist in testimony, please stand and raise your right hand. 

Do you swear that the testimony you are about to give before 
this Committee will be the truth, the whole truth, and nothing but 
the truth, so help you, God? 

Dr. Daigh. I do. 

Mr. Mallinger. I do. 

Ms. Clancy. I do. 

Ms. OSHINKSI. I do. 

Mr. DeSanctis. I do. 

Chairman JOHNSON. Please be seated. 

Our first witness is Dr. John Daigh. He’s Assistant Inspector 
General for the Healthcare Inspections of the Department of Vet- 
erans Affairs Office of the Inspector General. 

Dr. Daigh is assisted by Dr. Alan Mallinger, Senior Physician 
within the Office of Healthcare Inspections of the Department of 
Veterans Affairs Office of the Inspector General. Dr. Daigh. 

TESTIMONY OF JOHN D. DAIGH, JR., M.D.,i ASSISTANT INSPEC- 
TOR GENERAL FOR HEALTHCARE INSPECTIONS, OFFICE OF 

THE INSPECTOR GENERAL, U.S. DEPARTMENT OF VETERANS 

AFFAIRS; ACCOMPANIED BY ALAN MALLINGER, M.D., SEN- 
IOR PHYSICIAN, OFFICE OF HEALTHCARE INSPECTIONS 

Dr. Daigh. Good afternoon. Chairman Johnson, Chairman Miller 
and other Members of Congress. 

Thank you for the opportunity to appear before you today in 
Tomah to discuss quality of care issues at the Tomah VA. 

I am accompanied today by Dr. Mallinger. Dr. Mallinger has 
published over a hundred articles in peer review journals, held 
prestigious positions in psychiatry and pharmacology at several 
prominent medical schools and led research programs in psychiatry 
at the National Institutes of Health (NIH). He has worked in the 
office of Healthcare Inspections for the last 4 years. 

Additionally he is currently on the Ethics Committee of the 
American College of Psychiatrists. 


^The prepared statement of Dr. Daigh appears in the Appendix on page 278. 
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In 2010, the VA and the Department of Defense (DOD) published 
the Clinical Practice Guideline: Management of Opioid Therapy For 
Chronic Pain. Our national review, VA Patterns of Dispensing 
Take-Home Opioids and Monitoring Patients on Opioid Therapy, 
which was requested by the Senate Veterans’ Affairs Committee 
and published in May of 2014, includes the following statement: 
“Opioids are powerful medications that can help manage pain when 
prescribed for the right condition and when used properly. How- 
ever, if prescribed inappropriately or used improperly, they can 
cause serious harm, including overdose and death.” 

This national review, which mirrored the timeframe of our work 
in Tomah, demonstrates that in 2012, VA providers were in general 
noncompliance with this guideline. Whether it be in the use of 
urine drug screens and followup visits, where we found they had 
37 percent compliance with the guideline, or whether it be in the 
practice of refilling prescriptions early, 23 percent of the refills 
were filled early, the concomitant use of benzodiazepines and nar- 
cotic medications, which was used 92 percent of the time in the 
chronic opioid population, or ensuring that veterans with substance 
use disorder and chronic pain receive concurrent treatment for 
their substance use disorder and random urinary drug screening, 
with which there was 10 percent compliance. 

The data in this report makes clear that VA as a system of care 
was managing this patient population very poorly. 

The report states, the concurrent use of benzodiazepines and 
opioids can be dangerous because opioids and benzodiazepines can 
depress the central nervous system and thereby affect cardiac 
rhythm, slow respiration, and even lead to death. 

The report also highlights the risk of liver toxicity as several 
combination medications include a narcotic and acetaminophen. 
And that a dose, among the chronic opioid user population, 45 per- 
cent of the veterans were prescribed at least one daily dose of four 
grams or more of acetaminophen, placing them at significant of 
risk for liver failure. 

Who are these patients? 

One in 16 served in Operation Enduring Freedom or Operation 
Iraqi Freedom; one in three was diagnosed with a mood disorder; 
one in five with PTSD; one in seven with substance abuse. 

My written statement reviews the timeline of events related to 
the Tomah administrative closure. 

In summary, it was alleged that narcotic medication was being 
used as the primary treatment for PTSD, that specific patients 
were receiving poor quality of medical care, and that numerous pa- 
tients were dying of narcotic overdose, that Tomah providers were 
contemplating the amputation of a veteran’s leg as treatment for 
his pain syndrome and that there was inappropriate interference 
with the administration of the Pharmacy Service by Tomah man- 
agement. 

The administrative closure’s first four pages deal with the steps 
OIG staff took to determine if these allegations had factual sup- 
port. We reviewed numerous medical charts and peer reviews. We 
interviewed many current and former employees. We contacted the 
local Tomah police, the Milwaukee police, the DEA. 
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We pulled the e-mail of 17 employees. The OIG Office of Inves- 
tigations examined aspects of these allegations. We found that the 
allegations that led us to Tomah could not be substantiated. 

We did find examples of the failure to comply with DODWA 
Chronic Pain Guideline consistent with the national data discussed 
today. 

Given that the data we collected did not support the allegations 
that led us to Tomah, and knowing that our national report would 
highlight the many deficiencies in VA provider’s compliance with 
these guidelines, I chose to administratively close this report. 

To ensure that the deficiencies we identified were corrected by 
VHA, Office of Healthcare Inspections staff met with the Director 
of Tomah, met with the VISN Director, and I was in frequent con- 
tact during this period of time with managers at Central Office, 
discussing the issues related to Tomah. 

Both the Director of the facility and the VISN Director were fa- 
miliar with both the individuals and the issues that we brought 
forward to them at Tomah. These leaders discussed the changes 
that had been instituted and future planned actions to address the 
deficiencies we identified. 

The Office of Healthcare Inspections reviews aspects of hospital 
performance on a 3-year cycle and reports the results of each re- 
view in a Combined Assessment Review report. A review of medical 
center compliance with current VA stroke guidance is part of our 
current ongoing review. 

Upon the completion of data collection and analysis, a summary 
report with recommendations will be presented to the Undersecre- 
tary for Health and then published. 

I will be pleased to answer your questions. 

Chairman JOHNSON. Thank you. Dr. Daigh. 

Our next witness is Dr. Carolyn Clancy. She’s the Interim Under 
Secretary For Health in the Department of Veterans Affairs. Dr. 
Clancy is assisted by Ms. Renee Oshinski, the Acting Network Di- 
rector of Veterans Integrated Service Network 12, and Mr. Mario 
DeSanctis, the Medical Director, Center Director of Tomah VA 
Medical Center. Dr. Clancy. 

TESTIMONY OF CAROLYN CLANCY, M.D.,i INTERIM UNDER 

SECRETARY FOR HEALTH, VETERANS HEALTH ADMINISTRA- 
TION, U.S. DEPARTMENT OF VETERANS AFFAIRS; ACCOM- 
PANIED BY RENEE OSHINSKI, ACTING NETWORK DIRECTOR, 

VISN 12, VETERANS HEALTH ADMINISTRATION, AND MARIO 

V. DESANCTIS, FACHE, MEDICAL CENTER DIRECTOR, TOMAH 

VAMC MEDICAL CENTER 

Dr. Clancy. Good afternoon. Chairman Johnson, Chairman Mil- 
ler, and Members of the Committees. 

Thank you for the opportunity to participate in this hearing and 
to discuss the quality of care at the Department of VA, Tomah 
Medical Center. To be efficient, I will not repeat your introductions 
of Senator Johnson of my colleagues. 

I want begin by expressing my profound sympathy to the families 
of the veterans we have lost here. The stories you have told today 


^The prepared statement of Dr. Clancy appears in the Appendix on page 286. 
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have been noted by others are profound and an invaluable gift to 
us about and we will use that to improve. And it’s an invaluable 
gift to current and future veterans, so both those who are served 
by this facility and across our system and, I have a personal stake 
in this. My brother, my husband’s brother has devoted his career 
to military service and is now served by VA and I am sure that’s 
true for all of us in the room. If it’s not us personally, we have fam- 
ily members. 

So our commitment to you is that we will use this information 
to improve, now and in the future. 

In addition, I also want to thank the whistleblowers who stepped 
forward. We heard their courage. It’s at some personal risk. We 
heard that earlier. They refused to be silent when they observed 
problems. 

Secretary McDonald, Deputy Secretary Sloan Gibson, and I have 
met with whistleblowers and have consistently emphasized that re- 
taliation will not be tolerated. 

Last I want to express our appreciation to multiple members of 
the Wisconsin congressional delegation for their input and inquir- 
ies. 

VA is committed to providing timely, high quality care. We can 
and have to do better. We have significant challenges to overcome 
here in Tomah and we own them. 

Unfortunately, unsafe practices in pain management and psy- 
chiatric care and reports of fear and intimidation have cast a dim 
light on care provided at this facility. And the bottom line is that 
there have been a number of failures. Failures to veterans, and, 
frankly, failures to the frontline staff at Tomah who work very 
hard every day. I want to assure you that as investigations are con- 
cluded, we will act quickly, decisively, and productively, with vet- 
eran outcomes in the forefront of all of our decisions. 

I also want to assure you that we are not waiting for the comple- 
tion of all investigations to make required improvements here and 
across the system right now. We are also supporting research, as 
I speak, to evaluate alternatives to opioids in the management of 
chronic pain. That’s nonnarcotic medications, acupuncture, bio- 
feedback, other kinds of treatments, and, frankly, we are optimistic 
that this work will also help all Americans suffering with chronic 
pain. 

We are working internally to address these issues, and, as you 
know, are receiving assistance from outside of Tomah. VA Central 
Office sent in its clinical team review and that preliminary findings 
were released. That initial review identified gaps in care and fail- 
ures to adhere to recommended practices, and we acted by dissemi- 
nating a tool system wide that makes it far easier for clinicians to 
do well by veterans and to identify veterans who may be seeking 
narcotics from other facilities within the system. 

The OIG, the Joint Commission, and the Drug Enforcement 
Agency have reviewed the Tomah facility and Wisconsin’s Depart- 
ment of Safety and Professional Services are also investigating, and 
we welcome that. 

We realize that we need to regain trust. It will take transparency 
as well as candid, honest, clear, consistent communications across 
the organization. 
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First is the veterans’ trust. And the only way to regain that is 
to put the veterans first in every decision. The individual veteran’s 
outcomes from their perspective is our true north. 

We also need to regain the public’s trust, as well as the trust and 
confidence of veterans’ representatives, both in Congress as well as 
Veterans Service Organizations and other entities. 

That will take time. And, frankly, it will take demonstration of 
results. 

Last, central to any success is to regain the trust of the Tomah 
frontline employees and staff, the vast majority of whom are doing 
their best to serve their veteran patients every day. 

During my visit to the Tomah facility 2 months ago, I met with 
many dedicated staff members who are bearing the brunt of these 
issues. I heard directly from employees here about their concerns 
and fears. And while investigations continue, it’s imperative that 
we also focus on care provided to veterans we have the privilege 
of serving here at Tomah. 

And, those employees have a lot to be proud of. In benchmarking 
with the private sector, the Tomah facility actually does very well 
in a number of areas. 

So, in conclusion, you can expect that the Secretary, Deputy Sec- 
retary, and I will always put veteran outcomes first. And we will 
act swiftly. And when we have actionable information, we will act 
on it promptly. 

These investigations are an opportunity to get to the bottom of 
any issues so that moving forward we can make sure that these 
preventable deaths are not repeated here or elsewhere. 

But, mostly importantly, the reason I can be optimistic, is that 
the devotion, resilience and passion of the frontline staff here at 
this facility will help us overcome these challenges. 

Thank you and I look forward to your questions. 

Chairman JOHNSON. Thank you. Dr. Clancy. 

Let me start with the last point being about regaining trust of 
the employees and also the point you made that we really need 
greater transparency and accountability. In terms of 
retaliation — first of all, how long have been at the VA? 

Dr. Clancy. A year and a half. 

Chairman JOHNSON. A year and a half. What did you do prior 
to that? 

Dr. Clancy. I worked at the Department of Health and Human 
Service (HHS). I directed a research agency that focused on safety 
and quality of care. 

Chairman JOHNSON. I will say in our communication and work 
with you, I have been very pleased with your cooperation, so I truly 
appreciate that. 

Dr. Clancy. Thank you. 

Chairman JOHNSON. In your year and a half in your position, 
how widespread do you find this type of retaliation that you are 
witnessing and hearing about here in Tomah? 

Throughout the VA? Is this really a very unusual situation or do 
you think that type of retaliatory behavior against other whistle- 
blowers, because it sounds like it might be more widespread? 

Dr. Clancy. I do not think that we have celebrated negative 
feedback, uncomfortable feedback as a gift that it is. 
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It is a gift. If someone tells us very specifically, whether that’s 
an employee, a patient, a family member, you could have done bet- 
ter or my family member would have done better if you had done 
this, that’s the only way we get better. And I do not think that we 
have celebrated that enough. 

Some of our facilities do. Some actually have awards for employ- 
ees that identify near miss mistakes and so forth, but we are not 
good enough about that. 

Chairman JOHNSON. Are you, actively working on cases similar 
to this in terms of the severity of retaliation that’s being reported. 

Dr. Clancy. Yes, we are. 

Chairman JOHNSON. How many? 

Dozens? A couple? 

Dr. Clancy. I do not know the numbers. More than a couple, for 
sure. And I am not sure that we have identified all of the cases 
that need to be investigated. I am sure, as a result of this, having 
spoken with Dr. Johnson earlier today, that we will identify more 
that we did not know about, so I want to be very cautious in terms 
of using numbers. 

I think you know that the Secretary instituted a single new 
team, the Office of Accountability and Review, specifically focused 
on investigating retaliation by senior leaders to employees. 

Chairman JOHNSON. I appreciate that’s. It’s a very positive devel- 
opment here and we truly appreciate that. 

Dr. Daigh was in charge, I think, of the report that was signed 
on March 12 , 2014. The final report says, signed by Dr. Daigh, that 
I concur with the recommendation for administrative closure of this 
inspection. Was that closure, administrative closure, was that rec- 
ommended by somebody? Was it a panel? I mean, how exactly did 
that work? Or did you decide that on your own? 

Dr. Daigh. My office routinely has a number of hot lines that we 
review. And if at the end of that hotline review we determine that 
the allegations are essentially not substantiated, then we may 
make the decision not to publish. 

Chairman JOHNSON. So that’s basically a team decision then? So 
you are concurring with the team of inspectors on doing the admin- 
istrative closure? 

Dr. Daigh. Yes. 

Chairman JOHNSON. OK. So, again, you base the recommenda- 
tion on a team within the Inspector General’s office? 

Dr. Daigh. So the folks that work with me, we sat down and de- 
cided that was the right answer. 

Chairman JOHNSON. I want to ask some standard for substan- 
tiation of some of these charges. I am going to read from your re- 
port. “While we did not substantiate the allegation of abuse of au- 
thority, intimidation, retaliation when staff questioned controlled 
substance prescription practices” — OK, so you did substantiate 
that — “we did find that these are widely held beliefs and concerns 
among most pharmacy staff and among some other staff.” 

What does it take to substantiate claims of retaliation and in- 
timidation? What would be the standard for substantiation, if 
that’s not it? If everybody in the pharmacy is basically saying 
there’s retaliation and there’s a climate of fear? 
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Dr. Daigh. So what we were looking for was clear evidence of 
somebody threatening a person or somebody saying in an e-mail or 
somebody making the statement, if you do not do this, then I will 
do that, so we were looking at evidence beyond a story. Something 
we could use to support the story. 

Chairman JOHNSON. When you were before the Senate Veterans’ 
Affairs Committee on Thursday, I asked you, when did you first 
find out about problems in Tomah. And you stated about 2011, al- 
though some of those anonymous letters that were brought to the 
fore, did you go back in time? I do not know if you were here when 
I was going through the timeline of when Dr. Houlihan has hired, 
how we have people, employees of the facility documented they 
were, back then, in 2009, already referring to him as the Candy 
Man? And this is Candy Land? And that they were already con- 
cerned about large quantities of painkillers being prescribed? I 
mean, were you aware of that? Was that part of your inspection? 

Dr. Daigh. So the short answer is no. I did not look prior to 
2011. We got an allegation in 2011 that indicated along the same 
lines that we eventually turned into an administrative closure, but 
that review, I sent it to the VISN Director and said, these are seri- 
ous allegations. Please look at these. 

We get in the order of 40,000 complaints a year to the IG. My 
office gets in the order of magnitude 2,400 hotline complaints re- 
garding quality of healthcare. So we have to have a way to address 
those complaints. So we have a group of us and we sit down. 

And 10 years ago we had three to five complaints a week. Now 
we get more than 10 a working day. 

I have a capacity to produce 50, 60 reports a year. So we, if we 
think the complaint is one we can take or should take, we do that. 
If we think it’s serious, we send it to a level of leadership above 
the level of the complaint and ask them to respond back to us. We 
then read those responses back, and if they seem reasonable, then 
we end up closing that case. 

Chairman JOHNSON. Thank you. 

Dr. Daigh. This is a similar process. 

Chairman JOHNSON. By the way, that’s a very helpful and inter- 
esting metric you just measured there or that you just mentioned. 
The number of complaints per day and the fact that is has risen 
dramatically, I guess that tells us something that Dr. Clancy has 
got a real challenge on her hands. Chairman Miller. 

Chairman Miller. Dr. Daigh, in your written testimony you 
state that given the totality of the facts at the time, the adminis- 
trative closure was appropriate. So given the totality of the facts 
that are known today, would you make the same decision? 

Dr. Daigh. I think the issue is whether or not my discussions 
with VA leadership would have resulted in change. And I think, 
looking back, those discussions with leadership at all levels. Facil- 
ity Director, VISN Director, VA Central Office, did not result in 
change. Change obviously needed to occur. 

So if I were able to understand that change would not have oc- 
curred, I would have made a different decision. At that time I had 
faith that, that they would make the change. 

Chairman Miller. How has the experience changed the way the 
IG is going to handle similar investigations moving forward? 
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Dr. Daigh. I think that certainly I have decided, and Mr. Griffin 
has decided that we will not administratively close hotline com- 
plaints. Further, they will all be published to the web. 

I think the broader issue of the volume of work is an issue that 
we need to discuss with the committees in terms of how we commu- 
nicate the issues that are in front of us, the locations of those 
issues, so that you understand what we are doing and similarly the 
VA understands what the issues are. 

Chairman Miller. I was troubled by Mr. Honl’s allegations that 
an official from the Medical Center instructed him to not give files 
to anyone, especially the OIG. Were you aware of an effort by the 
leadership at Tomah to keep information from your investigators? 

Dr. Daigh. No. 

Chairman Miller. So how can you be sure that during your ini- 
tial investigation your investigators had access to all of the infor- 
mation that was needed to conduct a thorough investigation? 

Dr. Daigh. When complaints are anonymous we sometimes have 
a hard time figuring out exactly who the complaint pertains to, so 
what we often have to do then is take a look at patients, for exam- 
ple, those who are in a group of patients receiving high doses of 
narcotic or a panel of patients that were under a certain set of cir- 
cumstances that are described and we have to go through and 
check a sample of those patients. So we relied on reading e-mails 
that they did not have the ability to withhold from us. We relied 
on sampling charts that they did not have the ability to control. So 
I think we did everything we could to try to get the right answer 
and the right data. 

Chairman Miller. Dr. Clancy, we heard about the gentleman 
who had the stroke, that clot busting drugs were not administered 
because they could not get a CT scan. I mean, is that typical pro- 
tocol that you do not administer that prior to them going through 
a scan? 

Dr. Clancy. Yes. The reason for that is that there is essentially 
two ways you can have a stroke. One is a clot, in which case the 
clot buster would be a really good idea. And the other is that you 
are actually having a hemorrhage, in which case that would be the 
end. So you actually need to k^now from a CT scan what’s hap- 
pening. 

The CT scan was down at Tomah that day for preventive mainte- 
nance, and it’s my understanding that the patient should have 
been sent to Tomah Memorial. 

Chairman Miller. And why was the patient not sent to Tomah 
Memorial? 

Dr. Clancy. I do not know, and we need to find that out. 

Chairman Miller. And what are you doing to find that out? 

Dr. Clancy. I know that there is an IG investigation ongoing 
now and I am also trying to work across the system to figure out — 
we have the bottom line is it’s hard to get clot-busting treatment 
in Tomah, Wisconsin, regardless of where you get care. If we had 
gotten the CT scan, we could have gotten that, but we have the ca- 
pacity to actually make this available virtually across our system 
and that we can make happen. 

Chairman Miller. Is it they cannot get the clot-busting treat- 
ment at the VA in Tomah, or they cannot get it in Tomah? 
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Dr. Clancy. It’s my understanding that there is not a stroke 
team at the local community hospital. I have not verified that, hut 
that’s what I have been told. 

Chairman Miller. What is the normal maximum — normal. What 
is the maximum dosage of opioids for pain that is effective for 
chronic pain? I had a doctor tell me that there is a level at which 
more does nothing to help stop the pain? 

Dr. Clancy. I would actually need to consult Dr. Johnson here 
for a more technically correct answer. I know that right now we are 
working to keep it below the 200 morphine equivalence dose per 
day. 

Chairman Miller. And what I understand, that is if it is being 
used for mental health purposes? 

Dr. Clancy. No, that is not used to treat mental health dis- 
orders. That is used to treat pain. 

Chairman Miller. OK, well I 

Dr. Clancy. And it gets confusing, because many of our veterans 
have both chronic pain for a variety of reasons, as well as other 
mental health disorders, but morphine is not being used to treat 
mental health problems. 

Chairman Miller. But that is what Jason was being treated for. 
He had no chronic pain. 

Dr. Clancy. Well, what I heard his wife and dad say, and I have 
not looked at his records, although I know there has been a thor- 
ough investigation, was that the diagnosis kept changing. 

In general, narcotics are not used to treat mental health dis- 
orders. 

Chairman Miller. I believe, and I will go back and check the 
record, but I believe she said he did not have chronic pain issues. 

And, and my question is, I was told that basically anything above 
50 milligrams, there is a question as to whether or not it is effec- 
tive. And my question is, if you are using it for psychotic purposes, 
for some type of mental health, you are talking about 200 milli- 
grams, so you are giving somebody something that is highly addict- 
ive. 

Dr. Clancy. Well, I think Dr. Johnson said it well when she said 
that in some ways we are actually treating the problem that has 
been created by overuse of these medications, so we have people 
whose tolerance levels are very high and we need to 

Chairman Miller. Well, how about we do not take Dr. Johnson, 
because she is not on the panel. 

Dr. Clancy. Yes. 

Chairman Miller. How about Dr. Clancy? 

Dr. Clancy. Sure. 

Chairman Miller. On the record. 

Dr. Clancy. Yes. 

Chairman Miller. And talk about it. 

Dr. Clancy. I was just being respectful of another discipline. 
Forgive me. 

So I do not know the specific number at which you can say, be- 
yond that, it does not work. I know that many of our veterans are 
on doses that are too high. I am pleased to say they are coming 
down, but they need to come down faster. And, very importantly, 
what I am almost more worried about is the fact that they are on 



49 


narcotics in combination with other medications, like Valium, the 
benzodiazepine group, which can put them at very high risk of ad- 
verse effects. 

Chairman Miller. And real quick. We heard today where people 
have lost sons. 

Dr. Clancy. Yes. 

Chairman Miller. They have lost husbands. They have lost fa- 
thers. We even heard a lady say she’s lost her country. She is 
ashamed of her country because they have let her down. I hope 
that sinks in at the VA. 

Dr. Clancy. It certainly sunk in for me and I will make sure 
that we honor their experience by committing to do a lot better. 

Chairman JOHNSON. Thank you, Mr. Chairman. That point that 
was well worth the few extra seconds. 

Chairman Miller. Thank you. 

Chairman JOHNSON. Senator Baldwin. 

Senator Baldwin. Thank you. 

I wanted to start — I meant to do this at the end of the last panel, 
but to offer to both committees, testimony that was prepared by 
Lin Ellinghuysen, the President of the American Federation of Gov- 
ernment Employees^ here, and also Jason’s mom, Linda 
Simcakoski, prepared written testimony^ for our committee. 

Chairman JOHNSON. Without objection, so ordered. 

Senator Baldwin. So the VA’s current investigation into the 
Tomah VA began this January, and it is looking at a number of 
issues — prescribing, retaliatory environment, the deaths associated 
with the Facility. 

A recent media report revealed that employees at the Tomah VA 
had called local law enforcement more than 2,000 times seeking 
help with cases of battery, burglary, an attempted kidnapping, and 
24 unexpected deaths. And you heard that in the testimony also in 
the first panel. 

Dr. Johnson stated that there were three unexplained deaths in 
the Tomah parking lot and that all three were patients of Dr. 
Houlihan’s. 

So, prior to the current investigation, did the VA ever investigate 
these allegations, including reports of 24 unexpected deaths and 
the deaths that Dr. Noelle Johnson says took place in the Tomah 
VA parking lot? 

Dr. Clancy. I am going to ask Ms. Oshinski if she has more in- 
formation on that. 

Ms. Oshinski. I believe there have been a variety of investiga- 
tions over the years, although. Senator Baldwin, I would have to 
say they were probably case specific. I would also say that I was 
stunned by the numbers and was not aware that there had been 
as many as you had mentioned. 

Senator Baldwin. Well, I ask that you include all of those in 
your investigation moving forward. 

Accountability is an essential piece of the VA’s investigation into 
Tomah. This investigation will rightfully be judged in part by 
whether those who are found responsible for wrongdoing are held 


^The prepared statement of Lin Ellinghuysen appears in the Appendix on page 295. 
2 The prepared statement of Linda Simcakoski appears in the Appendix on page 307. 
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accountable. The veterans who have lost their lives and their fami- 
lies deserve no less. 

And so far, Dr. Clancy, your review has resulted in some reme- 
dial administrative action against responsible VA employees, in- 
cluding Dr. Houlihan, but let me be clear. It is my expectation that 
these are merely first steps. And so I would ask you to please pro- 
vide the committees with an update on all administrative actions 
taken to date and can we expect additional discipline and when? 

Dr. Clancy. I do not want to prejudge the process, so I want to 
be very careful about what I am going to say. What I released be- 
fore was the first phase of a clinical review. The administrative re- 
views, which is looking specifically at retaliation is ongoing. 

There is also a second phase of the clinical review, and I think 
that there will be additional actions, but that’s all I am going to 
say about it right in this moment. 

But I commit to you and other committee members and members 
here that we will let you know about that promptly when that 
takes place. We are not intending to make this many months or 
even many weeks. But we want to make sure that the entire proc- 
ess is fair and rigorous and will withstand appeal. 

Senator Baldwin. My office, and it sounds like other members 
of this panel, recently learned that Dr. Houlihan was the subject 
of a wrongful death claim resulting from the tragic death of Kraig 
Ferrington, a U.S. Army veteran, back in November 2007. And 
most disturbingly, the claim reports that the veteran who is under 
Dr. Houlihan’s care died from drug toxicity. This is the same cause 
of death of Jason Simcakoski. 

In other words, more than 7 years ago Dr. Houlihan and his in- 
appropriate treatment practices were implicated in the death of a 
Wisconsin veteran, and last August Jason passed away from the 
same cause. How did the VA investigate this death and Dr. 
Houlihan’s treatment at the time or since? And I am referring to 
Kraig Ferrington. 

Dr. Clancy. Hold on. 

Ms. OsHiNSKi. Yes. 

Dr. Clancy. At that time there was a malpractice claim made 
against the VA, and it was initially denied. And then appealed and 
a settlement was made. When that happens, all practitioners in- 
volved in the care of that veteran are reviewed by a centralized of- 
fice of medical and legal affairs to determine whether they have 
met the standard of care. 

And, as it happens, about 40 percent of the time the practitioners 
are deemed not to have met the standard of care. In this case. Dr. 
Houlihan and a physician’s assistant were both considered to have 
not met the standard of care. And at that point, the next step is 
to report the two to the National Practitioners Data Bank. 

Dr. Houlihan appealed that decision and it was upheld. So he 
was not reported. So there was an investigation. I know that some 
of you have actually had the opportunity to review the specific de- 
tails on camera. That is what I know right now. 

Chairman JOHNSON. Congressman Walz. 

Mr. Walz. Thank you. Chairman and thank you all for being 
here and your service to our veterans. Certainly no one questions 
our commitment to our veterans. 
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And, Dr. Daigh, you and I go back quite a ways too and you 
know that my issues with your staffing issue goes back to 2007. 
The need to have an impartial, fair, and accurate IG is absolutely 
imperative to the system. So I understand that. And I also under- 
stand you have to triage cases, but I am grateful for the change 
of policy on the administrative closures, just to let us know. It’s an- 
other eye. And, again, it has been said by the Senator, having the 
press, they are another eye. They are partners in this. And I know 
you view it that way. 

Dr. Clancy, also I thank you for your service. And you have 
heard me say very often, I am the VA’s staunchest supporter and 
harshest critic when they need to be. 

Just a couple things for me. Do you need us to reauthorize the 
Pain Management Directive? The one I was speaking of — 
2009-053, that expired in October, or can you do that? 

Dr. Clancy. We can do that and we are also working with new 
directors from the DEA in terms of how often prescriptions can be 
written and, how long they can be written for, and using that to 
tighten up even further our diversion policies and the ability to 
take back drugs that people are not using, because that is an im- 
portant source for the community. I do not think that we need leg- 
islation, but I certainly would welcome your demanding regular re- 
ports, because I will be. 

Mr. Walz. Is the step care model, has it been implemented? 

Dr. Clancy. It has been implemented, but probably not as con- 
sistently as it could have been. I have just mandated last week 
that across the system we implement a system called Academic De- 
tailing, which actually works with each frontline clinician and their 
specific panel of patients to help them customize care and solve 
problems. 

As I think you have heard from Jason Simcakoski’s family, a lot 
of times veterans do not necessarily want to go down this road, and 
may even get angry, so it takes some skill to help them get to a 
better place. And we have people who are quite skilled at teaching 
people how to do that. We need to make sure that happens every- 
where. 

Mr. Walz. I think that is an important point you bring up, and 
it is certainly in the private sector also. There is about 25 percent 
of Americans going through this. And the Opioid Safety Initiative 
(OSI) that is being implemented, and this is very controversy, pain 
contracts. 

And I think members up here will tell you this. We receive a 
large number of calls to our office of veterans who were pulled 
away from these and either for pain management or for the pain 
of addiction withdrawal that comes afterwards 

Dr. Clancy. Yes. 

Mr. Walz. Is equally dangerous. And so, to get this right, this 
is a national dialogue and things that have to be put into place. 
The question I would ask is, how are you handling the folks who 
are initiating this? 

And I ask you this because many of my veterans, because your 
pilot program is in Minneapolis on the OSI, and I am getting those 
calls from veterans. How are you handling the soft landing for 
these folks that are coming down from the addictions? 
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Dr. Clancy. Well, first of all, we actually actively discourage, it 
is inappropriate for people to simply say to a veteran you are done, 
if they have heen taking these medications for awhile. That would 
he instant withdrawal for some. The one thing that we are check- 
ing on and using our new tool as a way to do this is to make sure 
that people are not making the reports look better by actually forc- 
ing new patients to make that very hard landing. But it is a tough 
journey. 

Now, on the other side of it, there are people who could not be 
more appreciative that they do not need these drugs any more, and 
so forth. And I think that we need to give a louder voice to them, 
but I try to watch both sides of that. 

Mr. Walz. I look forward this. I think you bring up a good point. 
It is the outcomes that we care about. I am very interested in 
working with you on maybe some reportings that come out of this, 
because from us to micromanage, and I think you saw what hap- 
pened is, is that we got together. We passed a pretty good bill 
working with folks, but if it does not have the outcome — if I have 
a father here, it did not work. And so I have to figure out how it 
works. 

I am also going to say, in preparation for this hearing, I went 
to, like, the wholesalers, McKesson, and some of those, and worked 
through them on how this those whole thing works in the private 
sector, how the wholesalers get it to the pharmacies, how they re- 
tail it out and the State prescription drug monitoring system. If I 
get a prescription written here and I get it filled, what happens 
when I drive back to Mankato? Can I fill it again or will that red- 
hot when I try and do it? 

Dr. Clancy. We are working with the State prescription drug 
monitoring programs in 20 of the 49 States that have them. And 
we will be getting to the 50th. We had an internal issue about dif- 
ferences of opinion about whether it meant, whether we could 
share the information in a way that did not violate our security 
policies. We are working through that right now. 

Mr. Walz. Good. And that is the one I wanted to work with you 
on. I think this just makes good sense. It is the right way to do 
it. It is an extra check and it makes sure that these families said 
that we are not filling multiple prescriptions and they end up on 
the street. 

And, Dr. Clancy, you and I have always had a very candid and 
good working relationship. This is just for me, a suggestion on this 
and I am thinking of this as a father. Review Jason’s file. Just let 
his dad know you looked at it. I do not speak for him, but I would 
want to know as a father. 

I yield back. 

Dr. Clancy. Thank you. 

Chairman JOHNSON. Congressman Abraham. 

Mr. Abraham. Yes. I went to the Tomah facility this morning 
and did a tour, and you are right. Dr. Clancy. Everybody, or, most 
everybody that I came in contact with was motivated, generally 
seemed to care, but we certainly have a problem embedded within 
not only Tomah, but the VA system. And my question to you, in 
the VA system in to to, is there a protocol or a requirement for 
urine drug testing, prescription monitoring, training, having the 
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patient come back every month to receive a narcotics prescription? 
Is there anything like that out there? 

Dr. Clancy. There is a guideline that we jointly developed at the 
department. 

Mr. Abraham. It’s not required? 

Dr. Clancy. Well. 

Mr. Abraham. I am saying 

Dr. Clancy. I am just struggling with the word. 

Mr. Abraham. As a physician, if I know that my prescriptions, 
narcotic prescription that I am writing will be monitored, if I know 
that I am required to get a UDS on that patient, if I know that 
that patient is supposed to see me every 30 days in order to get 
60 or 90 narcos, then I need to check those boxes, and that’s my 
question. 

In the VA system, is there a required protocol in place for those 
physicians? 

Dr. Clancy. We have a required protocol in place. We also recog- 
nize that an unexpected result on a urine drug screen can mean 
a couple of things. It could mean our worst fear, that they are not 
taking the medications and selling them on the street. It could 
mean that they are only taking them intermittently. 

So the first step is to actually have a conversation with that vet- 
eran and then up the frequency of those drugs. 

Mr. Abraham. Exactly, and you and I can get into the we as 

Dr. Clancy. Yes. 

Mr. Abraham. As to what one UDS over another one means, but, 
overall, I think it’s a good monitoring system 

Dr. Clancy. Yes. 

Mr. Abraham. For narcotic abuse or use or diversion. So I guess 
the answer is right now there is not a required protocol out there, 
is that a fair statement? 

Dr. Clancy. There is a clearly specified protocol. I think it is fair 
to say it has been encouraged. It is now being mandated. 

Mr. Abraham. Thank you very much. 

Dr. Daigh on your report, you gave some objective data. Thirty- 
seven percent of the physicians did not adhere to the guidelines. 
Twenty-three percent got early refills. 

If objective data is not being used in your determination that 
some of these claims are unsubstantiated, what did you use to have 
a conclusion on your report? I mean, I am looking at objective data 
here that is pretty damaging. 

Dr. Daigh. That’s correct. So what I am saying is that the peo- 
ple, the providers at Tomah were no better than the general popu- 
lation in terms of following the guidelines. They did not follow the 
guidelines. That was the point we made to the Director and the 
VISN Director in our report. 

The specific allegations that led us to Tomah, we could not sup- 
port. I realize there may appear to be a distinction or a contradic- 
tion there, but we were forced to write allegations fairly narrowly, 
so that we can actually try to understand what is going on. And 
so we did not find, for example, that they were trying to cutoff a 
gentleman’s leg because he had a pain syndrome. 

And when you get to some of these allegations that are made, for 
example, the allegation that a certain provider threatened that 
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there will be retaliation if a drug sale was not stopped or there was 
not some action taken to break up a drug sale, when we actually 
get right down and we push it, we find someone who previously 
would say that they supported that allegation, we find that they 
melt away and they would not provide that allegation. So I pushed 
very hard to get facts to support the allegations that I listed in my 
oral statement, and I just could not get what I needed. 

Mr. Abraham. Dr. Mallinger, you and Dr. Johnson are the ex- 
perts, certainly, in this field in this room. Do you, having written 
many articles and studied this, 

I am sure, most of your life, do you have a recommended protocol 
for opioid or benzodiazepine use for chronic pain? 

Dr. Mallinger. Well, again, I am a psychiatrist and I would not 
portray myself as an expert on the use of opioids for pain manage- 
ment, but as a physician I certainly have some training along those 
lines. 

Psychiatrists who are treating pain in their patients, along with 
psychiatric disorders, have a pretty difficult job. And the truth is 
that every patient is a little bit different. And it becomes very dif- 
ficult to write any sort of universal guidelines. 

I think the question was asked before, is there a maximum effec- 
tive dose for opioids? 

The truth is that as people use opioids over a period of time, I 
am sure you are aware of this, they develop a pattern of tolerance 
and the drugs become less effective. And in order to get the drug 
to work, physicians find themselves increasing the dose. And that 
may work for awhile. It may also be lead to what we call 
hyperesthesia, where they can actually make the pain worse or 
produce other kinds of pain, so it need to be worked out on the 
level of the individual patient. 

Pain can be an exacerbating factor for psychiatric illness. Some- 
one who has bipolar disorder, for example, if you introduce enough 
pain into the equation, it may trigger mood episodes. It is very 
hard to come up with a universal recommendation is what I am 
saying. 

Mr. Abraham. I yield back. 

Chairman JOHNSON. Congressman Kind. 

Mr. Kind. Thank you, Mr. Chairman. 

Thank you all for your testimony here today. 

Dr. Daigh, you were the lead person on the OIG 2-year investiga- 
tion with the Tomah VA Medical Center, is that right? 

Dr. Daigh. That’s correct. 

Mr. Kind. That was 2012, 2013, roughly? 

Dr. Daigh. That’s correct. 

Mr. Kind. That led to a report that was concluded and closed out 
in March 2014, is that right? 

Dr. Daigh. That’s correct. 

Mr. Kind. Mr. Chairman, I would like to submit for the record 
a copy of that report, ^ if it has not been already. 

Chairman JOHNSON. So ordered. 


^The report referenced by Congressman Kind is available at 
WWW. va.gov/org/pubs/admin-reportsA^AOIGr-1 l-04212-127.pdf. 
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Mr. Kind. After you had concluded and closed out that report, 
did you send a team to Tomah VA to brief them on your findings, 
as well as recommendations to be implemented? 

Dr. Daigh. We met on the telephone with the Facility Director 
and went over the report and recommendations. 

Mr. Kind. Are you reasonably confident that they had moved for- 
ward on implementing the recommendations that were contained 
in your report? 

Dr. Daigh. Yes, by what they told us and what sounded reason- 
able. We met on a separate occasion in Washington when the 
schedules worked to meet with the VISN Director and that gen- 
tleman told us similar things about what they had done to make 
changes at Tomah. 

Mr. Kind. Director DeSanctis, you were the Acting Director at 
Tomah VA at the time, is that right? 

Mr. DeSanctis. Yes, I was. 

Mr. Kind. And based on a previous meeting that I had with you 
and your management team, you assured me that you took the rec- 
ommendations in this report and started implementing them imme- 
diately during the summer of 2014, is that right? 

Mr. DeSanctis. Yes. In fact, we had already worked on correc- 
tive action plans in instituting the recommendations, even before 
we got the report. We actually got the report at the end of June, 
2014. 

Mr. Kind. Was there anything in any of the recommendations 
that you disagreed with? That you decided not to move forward on? 

Dr. DeSanctis. No. It’s just that it made it very difficult for me, 
though, as a Director, because there was nothing in the report that 
indicated that there were any patients at risk, based on what was 
going on, or whether or not the standard of care had been met. 

Mr. Kind. Well, when I showed up in your office in the summer 
of 2014, this is shortly after the Phoenix story broke and I came 
and was asking for information, just to assure ourselves that Wis- 
consin was not in the same type of situation, and also asking of 
any potential problems, and at the time you did not talk about this 
report to me at all. You did not reveal that it had been done, that 
you had been briefed or you were going forward with the imple- 
mentations, but you also indicated that you were instructed not to, 
is that right? 

Dr. DeSanctis. Yes. I was instructed by the lead investigator 
that was in contact with me to not distribute copies of this internal 
document to others. 

Mr. Kind. Did they give you a reason or explanation why? 

Dr. DeSanctis. No, they did not. 

Mr. Kind. Dr. Daigh, you cannot imagine how frustrating this 
would be from our perspective. I mean, in part, your 2-year inves- 
tigation was precipitated based on an anonymous letter that my of- 
fice received. And when I read through the allegations, I felt they 
were serious enough from Mr. Honl’s point, to not just to report it 
to the Tomah management team so they investigate themselves, 
but it went directly to the OIG, which led to the 2-years. You guys 
did it. You concluded the report. You closed it out and you did not 
publish it. 
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And I am glad to hear today that you have taken action now to 
publish on your website all future reports of this nature, but does 
that also include notification of the appropriate congressional of- 
fices too when you finish reports? 

Dr. Daigh. Yes, sir, it does. So if we are aware, and we try to 
keep accurate track of when you, for example, send us a letter, we 
would call that a congressional hotline, and we traditionally come 
back and go to a Member of Congress, whether it is an admin clo- 
sure or not, and report the results of the report, so that is our past 
practice and that would be our future practice. 

Mr. Kind. Because we have a communication problem that needs 
to be worked out. 

Dr. Daigh. I agree. 

Mr. Kind. It is a serious one, whether you are going to be facing 
more panels like this in the future with unpleasant questions. 

Now move onto a different topic. OIG also finished a report dated 
May 14, 2014, on healthcare inspection, VA Patterns of Dispensing 
Take-Home Opiates and Monitoring Patients on Opioid Therapy. 
Are you familiar with that? 

Dr. Daigh. Yes, sir. 

Mr. Kind. Dr. Clancy, you are shaking your head too. You are 
familiar with it? 

Dr. Clancy. Yes. 

Mr. Kind. You have been moving forward on recommendations 
systemwide? 

Dr. Clancy. Yes. 

Mr. Kind. Based on this? Earlier this week, I, along with Rep- 
resentative Reid Ribble of Wisconsin had introduced legislation, the 
Veterans Pain Management Improvement Act, in part based on 
recommendations for the establishment of a Pain Management 
Board at the VISN centers. Have you had a chance to look at that 
legislation? Do you have any opinion? 

Dr. Clancy. I have and I actually think it is terrific. I would 
have one request, which I think would be very much in the spirit 
of this bill. I would hope that at least two members of that Board 
would be veterans or family members. 

Mr. Kind. Yes. 

Dr. Clancy. Because I think that voice would be incredibly im- 
portant. 

Mr. Kind. It is part of the recommendations in the legislation 
that veterans and also family members, so that we get their direct 
input on pain management practices. I think that is terribly impor- 
tant as we do move forward. 

Dr. Clancy, I do want to commend you and Secretary McDonald 
for the responsiveness of the situation. And when this all came to 
light we immediately went to Secretary McDonald asking for the 
formal investigation to take place. He did not hesitate. He put you 
in charge. We had Deputy Secretary Sloan Gibson here a couple 
weeks ago. We had a chance to brief with him as well. And I com- 
mend you for taking these allegations coming out of Tomah seri- 
ously and for the attention and the focus that they deserve. 

We look forward to working with you and the VA system to fix 
any problems that might exist. 

Thank you, Mr. Chairman. 
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Dr. Clancy. Thank you. 

Chairman JOHNSON. Congressman Duffy. 

Mr. Duffy. Good afternoon. 

Mr. DeSanctis, you were the Director here at Tomah, right? 

Dr. DeSanctis. I am currently at the 

Mr. Duffy. No. You were? 

Dr. DeSanctis. Yes. 

Mr. Duefy. And for how long in that capacity? 

Dr. DeSanctis. Since February 2012. 

Mr. Duefy. And so the buck stops with you, right? 

Dr. DeSanctis. Yes. 

Mr. Duffy. You got these reports, did you not? You knew what 
was being said about the Tomah VA. You knew what the employ- 
ees inside were saying. They told you, right? 

Dr. DeSanctis. The retaliatory accusations did not come to me. 

Mr. Duffy. So you were clueless? You were the Director and you 
had no idea what was going on inside the Tomah VA by, by the 
hundreds of employees? 

Dr. DeSanctis. No, that is not correct. Actions that were brought 
to my attention, I took action to ensure that they were resolved. 

Mr. Duffy. Does it sound like you took action? Because I think 
Jason’s parents would say you did not take action. Or Mr. Baer’s 
family would say you did not take action. 

Ms. Clancy, you and I want to touch on this briefly. You and I 
spoke last week, and, I agree, you cannot diagnose Mr. Baer over 
the phone. You made a good point. But the fact that he sat in the 
Tomah VA for an hour and a half showing signs of a stroke where 
doctors are on staff and nothing happened? They sent him on an 
hour drive to La Crosse? I mean, this is outrageous stuff. 

I mean, the original point you made is fine, but what are we 
going to do to change the culture inside the VA system, where if 
we have a veteran who is 74 years old who is showing signs of a 
stroke, we have to act. It is like out of a movie that you have slow- 
moving bureaucrats lumping around when a guy is dying. I mean, 
the Baer family should be absolutely outraged, and they obviously 
are. 

What are we going to do to change culture inside the Tomah VA? 

Dr. Clancy. I think that this was less a culture change issue. 
First of all, the care was completely and totally unacceptable. I 
think that needs to be said. And the only thing, we cannot bring 
him back. I wish we could. But I am moved and inspired by his 
daughter’s being here today and speaking out against this and I 
hope she does not stop. 

Mr. Duffy. Dr. Clancy, I think what 

Dr. Clancy. No. What I was 

Mr. Duffy. If her father did not die in vain. 

Dr. Clancy. No. 

Mr. Duffy. And she knows that changes are going to be made 
inside. 

Dr. Clancy. Exactly. 

Mr. Duffy. There’s not another slow-moving bureaucrat when 
someone else is in serious critical medical scenarios would actually 
move and help them? 
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Dr. Clancy. We have staffing shortages in that Urgent Care 
unit, and we are working to rectify those, and we have also worked 
with nursing staff to identify some very clear deficiencies that were 
revealed as a result of that care. 

Mr. Duffy. I appreciate that. Did you read the IG report? 

Dr. Clancy. This one? 

Mr. Duffy. Yes. 

Dr. Clancy. Yes. 

Mr. Duffy. Would have you substantiated the claims? I am flip- 
ping the role here. Usually the IG is looking at what the VA is 
doing, but in your role. Dr. Clancy, in the VA, if you had seen that 
report, would have you substantiated the claims? Would have you 
made that report public? 

Dr. Clancy. I do not think the results found in that report were 
definitive. I think this is a problem with our process. 

Dr. Houlihan’s practices have been reviewed by many external 
parties. And that is what actually prompted me to remove him 
from seeing patients and make sure that he could not prescribe fur- 
ther. His privileges were revoked, along with the nurse practitioner 
in January, was a Review Commission by the network. 

Mr. Duffy. OK. And just by the way, is Dr. Houlihan still em- 
ployed at the VA? 

Dr. Clancy. He is, yes. 

Mr. Duffy. Is Mr. DeSanctis still employed? 

Dr. Clancy. Yes. 

Mr. Duffy. Ms. Davis, who prescribed the lethal cocktail that 
killed Jason, is she still employed? 

Dr. Clancy. She is on administrative detail and is under inves- 
tigation. 

Mr. Duffy. Is she getting a pay check from the American tax- 
payer? 

Dr. Clancy. Yes. 

Mr. Duffy. She is? 

Dr. Clancy. Yes. 

Mr. Duffy. I think that’s what makes people angry here. People 
are not held accountable and not fired. 

Dr. Clancy. No. 

[Applause.] 

If I could just say one thing. Congressman. The only thing that 
would be worse is if we had doubts about a practitioner, rushed 
through it, and a good attorney made sure that they had to keep 
a job, and, you know what I’m saying, is that the taxpayers had 
to pay them for long periods of time. 

Mr. Duffy. I will move on to Mr. Daigh. I thank you for that. 

I do not know if we need more evidence, we need e-mails, voice 
mails, text messages for our burden of proof? As a prosecutor, you 
could bring in — I was a former prosecutor. You can bring in wit- 
nesses that give compelling testimony, and juries can listen to that 
and they can convict. And it sounds like you had pretty compelling 
evidence that was presented. 

Even Dr. Clancy found that — was it 2.5 percent higher rates of 
prescription drugs of 400 milligrams? Did I say that a little bit 
wrong? 

Dr. Daigh. Right. 
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Mr. Duffy. And that you have people who are notoriously fright- 
ened throughout the Tomah VA and we kind of throw our hands 
up in the air and go, well, I guess there is nothing going on here. 

What I found, when my staff came back and said, listen, you did 
not want to put, make that report public because you were more 
concerned about the employees of the Tomah VA than caring for 
the veterans in the VA system. That is what concerned them and 
you actually told them that. 

In regard to what you are doing now, making all the complaints 
public, I applaud you for that, but I have to tell you, the perception 
that we have of the IG is it is arrogant. You are annoyed that you 
are here. You are annoyed that you have these veterans looking to 
you to protect them from the VA system and that you are being 
held to account publically. That is frustrating them. They are frus- 
trated with you. 

[Applause.] 

I hope you take this back and you listen to the families that tes- 
tified here and know that you may be the last line of defense for 
them as they tell their story to you privately, that you go and you 
work your hearts out for the men and women that raised their 
hand and served their country and fought for the freedom and the 
liberty that we enjoy. 

You owe that to them and I hope that you leave this hearing and 
have a new refreshed attitude and devotion and conviction to pro- 
tect them from inadequate care in the VA system. I yield back. 

[Applause.] 

Chairman JOHNSON. Congressman Pocan. 

Congressman PoCAN. Thank you, Mr. Chairman. 

I am going to pick up right from there. 

Sorry to the IG’s office, but you said you have 50 to 60 reports 
a year. How many of those are administratively closed a year? 

Dr. Daigh. I publish about 50 reports a year. I admin closed over 
the last 3 years about 20 to 25 reports a year. 

Mr. Pocan. Over the last 3 years? So the last 3 years 

Dr. Daigh. So the average output would be something like 50 re- 
ports published to the web, and something like 20 to 25 reports 
admin closed. 

Mr. Pocan. Every year? 

Dr. Daigh. For the last 3 years. 

Mr. Pocan. So 50 a year? So 150 versus 25 get administratively 
closed. How many Freedom of Information Requests do you get 
from Members of Congress in order to get a report, in that same 
3-year period? How many of those did you get? 

Dr. Daigh. I think this is the first time I can recall that. 

Mr. Pocan. Do you realize how extraordinary that is? The fact 
that this report was administratively closed, many of us have a lot 
of disagreements with the report, and that a Member of Congress 
had to do a Freedom of Information Request to get the report so 
we could get even this far? That’s part of our frustration that we 
have. 

I served on the Oversight and Government Reform Committee. 
I dealt with Inspector General’s Offices on a lot of different issues 
and, even now you are going to publish all of them. I would say 
go one step farther. A little electric file. You could send every re- 
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port to every Member of Congress and we can decide whether or 
not it is a report that relates to our district, our committees, or our 
constituents. 

[Applause.] 

So a Member of Congress should never ever again have to go to 
that extraordinary length to get a report from your office. I want 
to say that. 

Let me ask specifically, because I do not want to use up my time. 

Jason’s case, specifically his family said it, his opiates were not 
because of an injury. Specifically your report says you did not find 
any documentation that opiates were used to treat PTSD. 

Can you tell me, was Jason’s case one of them that you looked 
at when you did this report? 

Dr. Daigh. No. 

Mr. PocAN. It was not, OK. Dr. Clancy, I am going to reiterate 
what Dr. Walz said and Chairman Miller, please take a closer look 
at this on behalf of Jason’s family, because, clearly, to get 14 or 15 
different drugs, it was not even looked at in the report that was 
not released to us until we had to make a special request to get 
it. And at least we owe it to the family to figure out, so that for 
many other veterans, that if they are going to be prescribed some- 
thing that’s not something sufficient, or for the wrong cause, which 
this seems to be, we need to at least do that. 

Dr. Clancy. I absolutely will and I agree with you. 

Mr. PoCAN. And let me follow-up too. When I talked to Mr. Honl 
and Dr. Johnson, before the last panel, specifically when they 
talked about, for those employees are fairly new that have no pro- 
tections who want to be whistleblowers, but we do not really pro- 
tect them, what are you doing specifically, not just here at Tomah, 
but across the system to figure that out? So that those kind of em- 
ployees do not feel afraid or have to risk their jobs 2 weeks out 
from her year, or someone else have to resign because they are not 
being heard? 

Dr. Clancy. I will be looking into that. I had not recognized that 
previously as a serious weakness in our system. I will say I am ut- 
terly delighted, and I told Noelle Johnson that this morning, that 
she had found her way back to work in the VHA, so I consider that 
a real success. I am hoping that we have more of that, that more 
whistleblowers have a path back, because they are incredibly vital 
to what we do. 

Mr. PocAN. And let me just ask this as, perhaps, a final ques- 
tion. So with what we are seeing here at Tomah and it took to this 
point the extraordinary lengths to have family members sharing 
their stories, and how we are finding out potentially about addi- 
tional deaths that were not at all looked at through an Inspector 
General report, what are we doing system-wide to make sure that 
what happened here, not just here, that — we have to fix what is 
happening in Tomah — this does not happen in other places, be- 
cause clearly, I wish every pharmacist was like the pharmacist that 
got fired, because she had the guts to stand up and do the right 
thing based on that, but what are we doing to make sure that we 
do not to worry about someone who is willing to take that risk, to 
put their job on the line, to do the right thing? 
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Dr. Clancy. So we are doing several things. First is that we had 
made it very clear and we will continue to make this clear again 
and again, because you have to make it clear again and again, that 
retaliation will not be tolerated. No. 1. 

No. 2, whistleblowers and people who step forward and say there 
is something wrong here, who stop the line, right to solve a prob- 
lem, should be celebrated. We should be giving them awards. The 
Secretary and I have even discussed a Paul Revere award. I do not 
know if that is the right name for it. But the bottom line is, we 
need to celebrate that kind of feedback, because that is how we get 
better. That is a terrific thing. 

In terms of the opiates specifically, we have disseminated a new 
tool system wide, which makes it much easier for frontline clini- 
cians to have right in front of them how all their patients are doing 
on all aspects of care, including whether there’s been an informed 
content, the urine drug testing, what other medications they are 
on, and are they getting those medications from other parts of our 
system. So that is a good thing. 

And we are mandating that a much more focused effort take 
place system wide and we will be following that quarterly. 

Mr. POCAN. Thank you. 

Chairman JOHNSON. Thank you. Congressman Pocan. 

I want to thank all of my colleagues here for participating. 

I want to thank all the members of the community for coming 
out and showing your concern and showing your support, being in- 
terested. 

I certainly want to thank our witnesses for your thoughtful testi- 
mony, both in the VA and the Office of Inspector General. I appre- 
ciate your comments. Dr. Clancy, now that you have heard the sto- 
ries and they have affected you. I think they affected all of us. 

I want to thank the whistleblowers for your courage for coming 
forward. 

I want to thank future whistleblowers. We need this kind of in- 
formation if we are going to solve these problems. 

I really want to express my sincere gratitude and again condo- 
lences to the surviving families. 

I remember, I believe when I was talking to you Marv and 
Heather, and I asked you if you would be willing to come public? 

Would you make a public case? Will you tell the story? And I 
said, if you do that, certainly my commitment would be to hopefully 
use those stories. If there is any good to come out of this tragedy, 
it is that your story will be used as a catalyst to enact real reform 
so again, these tragedies never have to effect another veteran’s 
family. 

So, again, I just want to thank everybody for your involvement. 
Keep telling your stories. Let’s keep showing the American people 
what we need to do. 

And you have a commitment from people on this committee to do 
everything we can to solve these problems. 

The hearing record will remain open for 15 days, until April 14 
at 5 p.m. for the submission of statements and questions for the 
record. 

This hearing is adjourned. 




APPENDIX 


Opening Statement of Chairman Ron Johnson 

“Tomah VAMC: Examining Quality, Access, and a Culture of 
Overreliance on High-Risk Medications" 

March 30, 2015 


As prepared for delivery: 

Good afternoon. I would like to begin by thanking Chairman Miller of the House Veterans Affairs 
Committee for his collaboration and leadership in holding today's hearing. I would also like to 
thank all of our colleagues for their participation. 

Today's hearing has been called to examine the disturbing allegations surrounding the Veterans 
Affairs Medical Center here in T omah. 

The primary goal of this hearing - and of all our future actions -- is to help prevent tragedies like 
the ones we will hear about today from happening to other veterans and their families. 

1 first became aware of problems at the Tomah VA following news reports in January of this year. I 
immediately assigned committee staff to launch an investigation into what had occurred — and was 
occurring -■ at Tomah, and the VA’s reaction to it. Here Is what we have found so far 

In April 2003, Dr. David Houlihan was disciplined by the Iowa Board of Medicine for 
having an inappropriate relationship with a psychiatric patient. According to the 
executive director of the Board of Medicine, the sanction should have been a serious 
concern for future employers. 

In 2004, Dr. Houlihan was hired as a psychiatrist at the Tomah VA Medical Center, 

In August 2005, Dr. Houlihan became chief of staff at the Tomah medical center. 

In November 2007, Kraig Ferrington, a veteran who sought treatment at the Tomah 
facility for medication management died from a lethal mixture of drugs. Autopsy 
results showed Mr, Ferrington had seven drugs in his system. 

In April 2009, it was known and documented by employees at the Tomah VA that many 
of Dr. Houlihan's patients called him “the Candy Man” and they were concerned that 
veterans were "prescribed large quantities of narcotics.” 

In June 2009, Dr, Noelle Johnson was fired from Tomah for refusing to fill prescriptions 
that she believed to be unsafe. Dr. Johnson had raised concerns to her superiors, had 
sought guidance from the Iowa medical licensing board, and later spoke with the Drug 
Enforcement Administration about Dr, Houlihan. 


( 63 ) 
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In July 2009, Dr. Chris Kirkpatrick was fired from Tomah. Dr, Kirkpatrick had raised 
concerns to his union about over-medication at Tomah. Tragically, later in the day of 
his termination. Dr. Kirkpatrick committed suicide. 

In August 2011, the VA Office of Inspector General [OIG] received an anonymous 
complaint about overprescription and retaliation by Dr, Houlihan at Tomah. 

In March 2012, a second anonymous complaint was filed with the IG agaimit Dr. 
Houlihan. The OIG examined 32 separate allegations during its two and a half year 
long inspection. 

In March 2014, the OIG finished its inspection of Tomah and administratively closed 
the case without making it public. 

On Aug. 30, 2014, Jason Simcakoski died in the Tomah mental health wing as a result of 
"mixed drug toxicity." Simcakoski was a patient of Dr. Houlihan. His autopsy revealed 
he had over a dozen different medications in his system. 

In September 2014, Ryan HonI began lodging whistleblower complaints about patient 
safety and quality of care at Tomah. 

On Jan. 8, 2015, the Center for Investigative Reporting published an article detailing 
over prescription and retaliation at Tomah. The article revealed that veterans and 
employees referred to the T omah VA Medical Center as "Candy Land," 

On Jan. 12, 2015, Candace Delis brought her father, Thomas Baer, to the Tomah VA 
Urgent Care Center with stroke-like symptoms. Mr. Baer waited over two hours for 
attention. That day, the facility's only CT scanner was down for "routine preventative 
maintenance." Mr. Baer passed away two days later. 

On Feb. 6, 2015, the OIG finally posted its Tomah health care inspection report on its 
website. 

We continue to gather the facts about what occurred at Tomah. Our investigation is far from 
over. Revelations of the problems at Tomah have prompted additional whistleblowers to contact 
our committee with information that indicates systemic problems within the VA health care system. 

It is important to acknowledge and thank the members of the media who have uncovered, reported 
and highlighted the problems within the VA health care system. Without a free press, few if any of 
these problems would have ever seen the light of day. 

Legislatively, this hearing is just the first step. In order to solve a problem, we must fully 
understand it and be willing to admit we have one. T o that end, today we will hear from surviving 
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family members, former employees, and representatives from the VA, and the VA Office of inspector 
General. 

Tragically, we will hear the stories of two families, the Simcakoski and the Baer families, who lost 
loved ones during their treatment at the Tomah facility. They have many questions, and they have a 
right to have those questions answered. 

i want to convey our sincere condolences to the family members and friends of Jason Simcakoski 
and Thomas Baer. We thank them for being here today so that Wisconsin and the American people 
can hear their stories first-hand. 

The lack of public knowledge and scrutiny of the problems -- not only at Tomah, but at other VA 
health care facilities -- indicates that transparency and accountability both within the VA and the VA 
Office of Inspector General must be improved. 

As the last two months have shown, the crucial first step in improving service and the quality of 
care in the VA health care system is a process for transparent disclosure. 

In spite of the revelations regarding the Tomah facility, 1 still believe that the vast majority of men 
and women working in Wisconsin's VA facilities are dedicated to providing quality care to the finest 
among us. 

Nevertheless, the VA and the VA OIG must take necessary steps to ensure that substandard clinical 
practices and the retaliatory tactics used at Tomah never occur or go unreported again. 

We owe our veterans the best possible treatment and care. I hope that, with proper oversight, 
increased transparency and swift accountability within the VA, that goal will be achieved. 
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Statement of Ranking Member Tom Carper 

“Tomah VAMC: Examining Quality, Access, and a Culture of Overreliance on High-Risk 

Medications” 

March 30,2015 

Ranking Member Tom Carper (D-Det) submitted the following statement for the Record: 

‘'First, I want to thank my colleagues Chairman Ron Johnson and Senator Tammy Baldwin for working 
together to address this serious issue and for holding this important hearing today. 

“As a veteran, I understand the sacrifices that the men and women of the Armed Forces and their 
families have made to defend our country and the freedoms we cherish, We have a responsibility to 
ensure that our returning heroes have the support and the resources they need when they come home, 
and to make sure they are taken eare of long after. That includes ensuring that veterans have access to 
top quality health care. 

‘i was deeply troubled to learn about allegations of maltreatment of veterans and a management ‘culture 
of fear’ at the U.S. Department of Veterans Affairs Medical Center (VAMC) in Tomah, Wisconsin. A 
January 2015 report from the Center for Investigative Reporting described a disturbing and 
heartbreaking situation that put veterans in harm’s way at a place that should be helping them. The 
report highlighted growth in the number of opiate prescriptions at the Tomah VA, which more than 
quintupled from 2004 to 2012 even as the number of veterans seeking care at the hospital declined. The 
report also noted that some veterans started calling the center ’’Candy Land,” and a high ranking official 
at the facility the “Candy Man” as a result of the number of controlled substance prescriptions dispensed 
under his watch. Patients would “show up to appointments stoned on painkillers and muscle rclaxants, 
doze off and drool during therapy sessions, and bum themselves with cigarettes,” according to the 
report. Tragically, Jason Simeakoski, a 35-ycar-old Marine Corps veteran, died in August as a result of 
an overdose in the facility’s psychiatric ward. 

“Our veterans deserve better than this. Practices such as those found at Tomah and reports of other 
misconduct at VAMCs across the country are simply unacceptable. Congress, the Administration, and 
the VA leadership need to work together to fully investigate this and any instance of misconduct and do 
whatever it takes to prevent similar incidents from happening again. 

“Today in Tomah, we have an important opportunity to learn the facts from the families and individuals 
affected directly by events at the Tomah VAMC. I thank the witnesses for being with us today and I 
appreciate their courage to stand up and shine a light on this deeply troubling situation. Their stories 
should remind us all of the solemn responsibility we share to ‘to care for him who shall have borne the 
battle.’ We will also hear from the VA and its Assistant Inspector General for Healthcare Inspections on 
what went wrong and what corrective steps thcyTc taking to address this problem immediately. 

“On March 1 0 of this year, the VA released its summary of phase one of its clinical review of 
prescribing practices at the Tomah VAMC. The VA found that unsafe clinical practices in areas such as 
pain management and psychiatric care revealed that patient harm could be at least partially attributable 
to prescribing practices at the facility. Further, the VA also found that an apparent ‘culture of fear’ at the 
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facility compromised patient care and hurt staff satisfaction and morale. Additional reviews at the 
facility are ongoing. 

“Finally, while the work of the VA Inspector General’s office has been helpful in uncovering a number 
of issues with the Tomah facility, I am concerned about the lack of access to timely information from 
that office on conditions at the Tomah VAMC. Earlier this month Chairman Johnson, Senator Baldwin, 
and I joined with our colleagues on the Homeland Security and Governmental Affairs Committee to 
approve legislation that makes key reforms to enhance oversight and greater transparency in the work 
that is conducted by our Inspectors General. Under this legislation, the work of the Inspectors General 
would have to be sent to the agencies’ leadership and appropriate Congressional committees so that 
action can be taken when necessary to fix problems that are uncovered. Inspectors General would also 
be required to post reports online no more than three days after agency leadership receive them. 

“As I’ve said before, fixing the problems at the VA isn’t a partisan issue. If s a shared responsibility 
among Congress, the Administration, and the VA’s leadership. We must continue to work together to 
improve veterans' access to health care and to restore both veterans’ and taxpayers’ trust in the VA.” 
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Openiog Statement of Senator Tammy Baldwin 

"Tomah VAMC: Examining Quality, Access, and a Culture of 
Overreliance on High-Risk Medications " 

March 30, 2015 


As prepared for delivery: 

Chairman Johnson, Chairman Miller, thank you for organizing this joint hearing today. To my 
Congressional colleagues from the Wisconsin House delegation, thank you for Joining us 
today. I also want to welcome you, Congressman Walz and Congressman Abraham to 
Wisconsin. 

I think the fact that there are members from both parties, from both the Senate and the House, 
sends an important message to this community that we share a bipartisan commitment to get to 
the bottom of the problems at the Tomah VA, and to work together across party lines to make 
sure they never happen again. 

I hope 1 speak for all of us when 1 say that there is no room for politics when it comes to ensuring 
that our nation’s veterans receive the timely, safe, and highest-quality care that they have earned. 

I would also like to take this opportunity to say thank you to the panelists for joining us here 
today. In particular I would like to say that I have a tremendous amount of respect for the 
courage of Candace, Ryan, Noelle, Marv and Heather, to tell your stories today. 

Stories of a sacred trust we must have with our veterans and their families. Stories of how that 
trust has been broken. Tragic stories of loss. 

Today, we are here to fix what has been broken and work together to restore that trust. I want 
you to know that the stories you give voice to today will help us do that for others veterans. 

The problems at the Tomah VA arc both sobering and have had tragic consequences. Going back 
to 2006, veterans who were patients at the Tomah VA have tragically lost their lives. 

Veterans who served our country -Angela Colby, Michael Bobak, Jacob Ward, Derik McGovern, 
Kraig Ferrington, and Jason Simeakoski were under the care of the former Tomah Chief of Staff 
and treated with prescription drugs, and all of them subsequently died of a drug overdose. 

In fact, according to his sister Kari, who is here with us today, Mr, Ferrington, an Army veteran 
from De Pere, Wisconsin, died from a lethal mixture of prescription drugs in 2007 w'hile under 
the care of the former Chief of Staff. The same cause of death that would tragically take the life 
of Jason Simeakoski some seven years later. 

These are six examples of a larger problem that is in desperate need of solutions today. As we 
all know, after two, decade long wars, a large number of our service members are coming home 
with the damage of combat. 
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Our veterans and their families are facing a difficult challenge of physical injuries and PTSD and 
other mental illnesses. We must confront these problems more aggressively and more effectively 
and help them meet that challenge. 

I believe the VA’s overreliance on opioids has resulted in getting our veterans hooked instead of 
getting them help. 

Over-prescription of opioids at the VA is clearly a root problem, but we must not lose sight of 
the fact that it is growing into a weed of addiction whose impact is being felt beyond the VA 
walls. The devastation of addiction, on families and our communities, that is being grown at the 
VA is stunning. 

Reports indicate that, six years ago, a Marine Corps veteran was stoned on painkillers and 
tranquilizers from the Tomah VA while driving and killed a 6-week-old child, Ada Mae Miller. 

As the Center for Investigative Reporting wrote about the Tomah VA medical center, 

“Ada Mae’s death is one of dozens of tragedies that begin to hint at how the flood of narcotics 
from the VA scarred this region.” 

The fact is the problem of overprescribing at the VA and the collateral damage of addiction is 
not unique to Wisconsin. We are not alone. 

The ripples are indeed being felt across America, in communities we work for everyday in 
Washington. 

The families we have a responsibility to represent are struggling with the loss of a son or 
daughter, a father or mother, a sister or brother to addiction whose root is planted within the VA 
system. It is our job to make sure they do not feel alone and 1 believe we have a shared 
responsibility to do everything we can to pull this root out. 

1 thank you for providing me an opportunity to join you today. 1 look forward to continuing my 
work with this community and my colleagues in Congress to address these problems and put 
solutions in place to prevent these problems and tragedies from ever happening again. 



70 


Opening Statement of the Honorable Jeff Miller 
Chairman, Committee on Veterans’ Affairs 
U.S. House of Representatives 


“Tomah VAMC: Examining Quality, Access, and a Culture of Over-Reliance on High-Risk 

Medications” 


March 30, 2015 


Thank you, Chairman Johnson. 

I am Jeff Miller, the Chairman of the Committee on Veterans’ Affairs for the United States House 
of Representatives and Congressman for the First District of Florida. 

While 1 am here under circumstances that are disturbing to say the least, I am grateful to be in 
Tomah with you this afternoon. 

Ladies and gentlemen, those of us up on this dais today arc from different political parties, different 
houses of Congress, and different parts of this state and this country. 

Yet, we are all united here in Tomah today because partisanship, stovepipes, and gridlock have no 
place where our nation’s veterans are concerned. 

Let me begin my statement by expressing my condolences to the Simcakoski family and the Baer 
family and to all of you here today who have lost loved ones or been left to carry the scars of poor 
treatment by the Tomah Department of Veterans Affairs Medical Center (VAMC). 

However, let me assure you that your pain serv'es a purpose and your calls for help and for change 
have been heard. 

Concerned employees and worried veterans have tried to blow the whistle here for years, only to be 
met with seeming silence by the Inspector General (IG) and VA. 
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When the problems finally got the attention they deserved, the IG and VA learned what so many 
here had known all along - that some providers were recklessly prescribing opioids and other high- 
risk medications that, in some cases, were actively harming veteran patients and that facility and 
VISN leaders allowed a culture of fear, reprisal, and retribution to fester until it infected staff 
morale and impacted patient care. 

Unfortunately, many of the issues surrounding medication management and a lack of accountability 
that w'e will discuss today are not outliers but symptoms of system-wide issues that our veterans and 
their families face in communities like this one every day, 

I recognize that pain - particularly the chronic pain and accompanying comorbid conditions that 
many of our veterans experience - is complex and difficult to treat. 

I also recognize that VA is joined by the medical community at-large in grappling with how to best 
treat chronic pain and ensure safe, effective use of opioids and other high-risk medications. 

However. I have heard VA officials use those tvvo facts as de facto excuses for irresponsible 
medication management practices and systemic lack of accountability for far too long, w'hile our 
veterans and their families continue to suffer the devastating consequences of VA’s inaction. 

If s time for a new message. 

We cannot rewdnd the clock and bring to light - before yet another year of inaction passed - the 
results of the IG’s initial three year investigation that found serious concerns. 

We can never bring back Jason Simeakoski or Thomas Baer. 

But we can use the lessons we learned here in Tomah to improve the care our veterans receive and 
ensure that no other veterans, families, or VA employees suffer like some here have. 

I thank you all once again for being here this morning and I look forward to hearing your testimony. 
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With that, I now yield back to Chairman Johnson to recognize our Acting Ranking Members and 
introduce our witnesses. 
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Statement of Noeile Johnson PharmD, BCACP, CGP 
^'Tomah VAMC: Examining Quaiity, Access, and a Culture of Overrefiance on High-Risk Medications" 

March 30, 2015 

i worked at the Tomah VA as a Ciinical Pharmacy Specialist from July 2008 to June 2009. 1 was 
fired after refusing to fill several narcotic prescriptions prescribed by Dr. Houlihan that i believed to be 
unsafe. I filed a whistle blower complaint with the Office of Special Counsel, which was denied, and later 
the Merit System Protection Board. The VA requested federal mediation. I settled out of court in 2010. 1 
was fully reinstated, my service computation date was moved back six months, and I received a 
monetary settlement. 

The whole basis for my whistle blower complaint was that I refused to fill several of Dr. 
Houlihan's narcotic prescriptions that ! did not believe to be safe, I do believe I was terminated for 
blowing the whistle as I was contacted by DEA and agreed to interview with them. 1 met with DEA agent 
Thomas Hill June 2009. 1 was fired a few weeks later. In my OSC complaint Dr. Houlihan and several 
others referenced that I turned him into the Inspector General, in which I did not. 1 believe that played 
into my termination, however Dr. Houlihan's retaliatory behavior is not the basis of your investigation, i 
truly believe that Dr. Houlihan is a very dangerous man. What makes him so dangerous is his lack of 
respect for the medication. Whatever his motives are for prescribing the current doses of medication is 
almost irrelevant. To this day ! still question his motives, whether it be power, monetary gain, 
negligence, ignorance, or maybe all of the above. The truth of the matter, the quantities of narcotic 
medications coming out of the Tomah VA facility is irrefutably unsafe. This has been demonstrated by 
several cases of overdose and deaths. Over 2,000 911 calls from the Tomah VA Medical Center with 24 
unexpected deaths over the last five years. There were three unexplained deaths in the Tomah VA 
parking lot in a matter of four months all Veterans receiving care from Dr. Houlihan just in the year time 
frame I spent at the Tomah VAMC. 

The three questions that need to be asked are simple. First, what makes the Tomah VA patient 
population so 'complex' as the Tomah Director Mario DeSanctis put in his television debut, that they 
require the number of narcotics that are being dispensed? I am currently working as a double board 
certified Ciinical Pharmacy Specialist in the Pain Management Clinic at the Des Moines VA. I am the 
facility lead for the National Opioid Safety Initiative. I can assure you the patients at the Tomah VA are 
no more complex than the patients we see daily at the Des Moines VA. We have an acute psych ward, a 
domiciliary with a substance abuse program, post traumatic stress recovery program, as well as several 
cognitive behavioral therapy recovery programs. We have a long term care facility where Veterans were 
rejected or denied care elsewhere just as those at the Tomah VA, and we are not prescribing even one 
fourth of the current narcotics they are. Specifically as the VHA directive is to limit morphine 
equivalents (MEQ) to less than 200mg/dav and limit the combination of opioids and benzodiazepines 
due to increased rate of mortality. I do not believe Tomah would be in compliance with this National 
Directive as pointed out in Under Secretary Clancy's investigative teams' ciinical review. Out of 18 
patient reviews the team found "unsafe clinical practices at the Tomah VAMC in areas of pain 
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management and psychiatric care. Six out of 18 cases revealed patient harm attributable to prescribing 
practices. Nine of 18 lacked evidence of changing the treatment in the face of aberrant behaviors and 
twelve of 18 demonstrated extensive use of opioids and benzodiazepines. Tomah Veterans were 2.5 
times more likely than the national average to be prescribed opioids greater than 400mg of MEQ. The 
Tomah VA was found to prescribe benzodiazepines In combination with opioids at almost double the 
national average." Dr. Houlihan used to reference his own case studies as documentation and 
justification to why he used benzodiazepines to treat Post Traumatic Stress Disorder which is not 
currently recommended or standard of care. Use of benzodiazepines in PT5D treatment has been shown 
to worsen the condition and cause harm. Not only were these Veterans treated inappropriately with 
benzodiazepines often in doses well above the maximum recommended daily doses, but in combination 
with opioids which is also not recommended due to the Increased mortality rate in combination. I am 
struggling to understand the variance between what the Under Secretary's Team found and the report 
that was administratively closed by the Inspector General. It was noted in the Inspector General's report 
that they "did not substantiate the allegation that opioids were prescribed inappropriately to specific 
individuals or in inappropriate doses." They did however find that "opioids prescribed by Dr. Houlihan 
and Deb Frasher in aggregate and to individual patients were at considerable variance compared with 
most opioid prescribers In VISN 12." Unfortunately for all Veterans receiving care at the Tomah VA, the 
"considerable variance" wasn't enough to warrant serious consideration by the Inspector General as the 
investigation was administratively closed leading to continued harm to our nations Veterans. 

Secondly, exactly what type of 'pain' is the Tomah VA treating that they are prescribing these 
dangerous quantities and dosages of opioids published in the most recent investigations. Studies show 
there is no proven long term benefit of opioid medications let alone at the significant doses being 
prescribed. As a pain specialist 1 can assure you If someone is actually taking that amount of opioids they 
would have serious side effects including respiratory depression and constipation. Many would be 
experiencing hyperanalgesia due to overloading the Mu receptor which leads me to believe that 
Veterans are not taking alt of the prescribed medications and are at high risk for diversion. This was a 
"substantiated" finding by the inspector General. They substantiated the allegation that negative urine 
drug screens {UDS} were not acted on and that controlled substances were still prescribed In the face of 
negative urine drug screen. They found that for some patients, when a UDS was performed and showed 
absence of prescribed medication, documentation in progress notes did not always acknowledge this or 
indicate what, if any, clinical intervention or change in treatment was initiated with the patient. For 
example they found in a selected case a Veteran had multiple negative UDS that did not show the 
presence of prescribed medications that was not acted on. 52 out of 56 patients had a UD5 performed 
at least one time in three years. It is standard of care and part of the Opioid Safety Initiative to obtain a 
UDS at least annually if not more frequently in the face of aberrant drug related behavior. The remaining 
four Veterans had no UDS performed during the time frame spanning more than three years, although 
all were treated chronically with opioids during that time period. Of the 52 Veterans, there were five 
patients who were being prescribed opioids at the time of the negative urine drug screen. This is 
indicative of aberrant drug related behavior, misuse, abuse, or diversion. These were the findings for a 
urine drug screen obtained once over a three year time period. What would the numbers have been if 
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the providers actually followed the standard of care and obtained them at least annually? Yet again the 
investigation was administratively closed. 

The 3'^ issue that needs to be considered is why is a psychiatrist prescribing opioid pain 
medications at the Tomah VA facility? The psychiatrist at the Des Moines VA would not dream of 
prescribing these medications as it is beyond their scope of practice. Even if Dr. Houlihan was 
prescribing these medications because he was the Chief of Staff, he has no specialty training or 
credentialing in pain management. That would be equivalent to Dr. Houlihan prescribing Oncology 
medications to a cancer patient. Either way It is beyond the scope of standard practice. 

i am tremendously disappointed In our federal system and the current authoritative figures that 
are to be our governing agencies set in place to protect our Veterans and employees. I have interviewed 
with the DEA three times and had a thorough interview with the Inspector General. I am extremely 
disappointed with Dr, Daigh, Dr. Mallinger, Mr. Griffen and the whole inspector General investigative 
team. Of the 32 allegations that were investigated, many were "unsubstantiated." What is disturbing is 
that I lived that torture and saw the unsafe practice daily. 1 can attest to several of the 32 allegations and 
believe the majority should have been "substantiated." The Inspector General's investigation did 
"substantiate" several allegations, however they still "did not find any conclusive evidence affirming 
criminal activity, gross clinical incompetence, or negligence, or administrative practices that were illegal 
or violated personnel policies." This is unfathomable for the reasons outlined above and following: 

I can advise that i alerted and/or questioned Dr. Houlihan on a few different narcotic scripts 
which is outlined in the Office of Special Counsel complaint. All are very concerning for safety reasons, 
however the one that concerns me the most is the Oyxcontin that the local medical doctor was tapering 
and discontinuing due to testing inappropriately positive for methadone which he was not prescribed by 
either the local provider or Dr. Houlihan. This Veteran was double dipping Oxycontin from local medical 
doctor and the VA with refill dates only a week or two apart for 30 day supplies. In addition to the 
inappropriate urine drug screen obtained by the local medical doctor and abuse of opioids, the patient 
left his ceil phone in pharmacy. When the pharmacist, Dave Dettle picked up the phone the person on 
the other end was asking to buy medication from this Veteran. Ailthis was documented in the chart and 
despite the information provided Dr. Houlihan decided to re-write the prescription for Oxycontin three 
times daily. This was an increase in the frequency prescribed. I do not understand why a provider would 
do that. This supports the "substantiated" findings of Dr. Clancy's team. As expressed above Veterans 
were still prescribed narcotics in the face of aberrant drug related behavior. From a clinical stand point I 
am unclear why Dr. Houlihan prescribes the medications in the manner of which he does. My clinical 
opinion is irrelevant, What matters is the standard of care set in place for providing safe and effective 
care to our Veterans. For example the 1,080 immediate release morphine tablets that were dispensed. 
When confronted, Dr. Houlihan refused to change this patient to long acting medication which would 
have been standard of care or add something non-narcotic to treat his neuropathic pain. In addition he 
continued to prescribe 36 tablets a day to a known substance abuser who was overusing his morphine 
while in the hospital. I understand that you would need to taper if you were going to do that, however 
that was never the plan, nor was addressing the patients 'pain' with the standard of care. Another 
example is of a prescription for l,447mg of MEQ per day that Dr. Houlihan and Dr. Hyde worked on 
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together. That patient dangerously increased his own medication which in my pain clinic would be 
grounds for discontinuation due to the inability to safely take opioid medications. They gave this patient 
a 30 day supply of medication when he was supposed to be admitted to the inpatient facility the 
following week. Based on the calculation of his current supply even with the increased dose he would 
have had enough medication to get through until admission so why was he dispensed 30 day supply of a 
high risk medication that he was currently abusing. The Veteran just got done dangerously increasing 
his own dose, and Dr. Houlihan gave him more to take on his own despite the dose being at 
considerable variance compared to the recommended VHA Opioid Safety Initiative dose limit of 200mg 
of MEQ per day. That is how you have accidental or non- accidental overdoses in your parking lot. ! 
retrospectively reviewed the Veterans profile the following week and he was not admitted according to 
the plan of care. When I went to the MSPB mediation and the documents were brought to discovery 
there was a progress note from Dr. Hyde's husband (Rod Hyde - PA in Tomah - not involved with this 
particular patients care) discussing an admission for this particular Veteran. It is my belief the records 
were altered. This concern has been brought forth by several others, some that continue to work at the 
Tomah VA. My experience with Dr, Hyde was somewhat limited, as I was only at the Tomah VA for one 
year, however she had no prior pain management experience yet she seemed to do exactly what Dr. 
Houlihan asked despite evidence of patient harm. I was kicked off the new pain committee and opioid 
work group that i had been appointed to by the Quality and Safety director by Dr. Houlihan who 
promptly replaced me with Dr. Hyde, which 1 do not believe to be a coincidence. Dr. Hyde is now being 
investigated by the Wisconsin Department of Safety and Professional Services. I had very little 
interaction with Deb Frasher. The only thing I heard her say is that she believed that every patient 
needed a 'cocktail' which consisted of an opioid, benzodiazepine, stimulant, and sleeping medication. 
The one question I would address about Deb Frasher Is that if she is seeing patients for mental health 
then why is she prescribing S.3 million mg of MEQ? What is she treating? When did It become 
acceptable or the standard of care to treat 'psychological pain' with opioids, This finding was 
"unsubstantiated" by the Inspector General, however 1 saw this indication for opioids In several charts. 

I shared my concerns of Dr. Houlihan's over prescribing of narcotic medications, and I say 
narcotics, not just opioids as he over prescribes benzodiazepines as well as stimulants and other 
antipsychotic medications inappropriately. I saw several benzodiazepine scripts prescribed above the 
max doses. I also saw several stimulant prescriptions such as Methylphenidate and Dextroamphetamine 
prescribed at double the maximum recommended dosage set forth by the manufacture and Federal 
Drug Administration. The Veterans in the Tomah VA appeared significantly overmedicated. Several 
Veterans appeared to be suffering with extreme extrapyramidal side effects due to the unsafe 
combination of medications being prescribed. After reviewing the interview with MSNBC and Fox News 
the list of medications the Tomah VA prescribed Jason Slmcakoski did not follow evidence based 
guidelines or the standard of care. For example a weak opioid was prescribed with suboxone which 
should never be done. Diazepam was prescribed at 60mg per day with the maximum dose allowed being 
40mg per day. Jason was being prescribed duplicate therapy with the benzodiazepine diazepam and 
temazepam which is dangerous and not the standard of care. He was also on several other interacting 
medications including several medications that affect serotonin which put him at high risk for serotonin 
syndrome which can be lethal and unfortunately was. As a pharmacist I would not have dispensed these 
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medications in combination or the dosages and frequencies in which they were prescribed. One of my 
concerns regarding the care provided by the staff at the Tomah VA in regards to Jason's care is that the 
mixed drug toxicology that eventually led to his death likely did not occur overnight. I would have 
suspected the Veteran would have displayed signs and symptoms of over sedation, respiratory 
depression, CNS depression, and cognitive impairment. If this was the case, was there evidence of gross 
clinical incompetence and negligence? This should have been identified by the medical team and acted 
on. This Veterans death was a preventable tragedy. Had the Inspector General done their due diligence 
and reported their findings despite the administrative closing of the investigation, the outcome could 
have been a very different one. 

Majority of my clinical colleagues with the exception of Dr. Hyde agreed with my safety 
concerns. I alerted my Chief of Pharmacy Dr. Erin Narus who ordered me to illegally partial a 
Methylphenidate script prescribed by Dr. Houlihan as neither of us concurred with the current dosing 
regimen as it was prescribed above the maximum recommended dosage and frequency. Dr. Narus 
asked me to Illegally change the script and the directions without the provider's approval and only 
provide a seven day supply until further clarification from Dr. Houlihan. I told my Service Line Chief Jeff 
Evanson and his response to me being asked to do something illegal was "why are you trying to cause 
trouble? Why are you throwing Erin under the bus, if Dr. Houlihan wants you to fill that medication than 
you have no right to say no." I reported my concerns to the President of the Union, the VISN pharmacy 
leaders, the DEA, and later the Inspector General, as well as the Wl board of pharmacy. The Wi Board of 
Pharmacy could not be bothered to return my phone call after several attempts. I alerted my licensing 
agency, the Iowa Board of Pharmacy, who advised me not to fill the prescriptions and bring the matter 
to local authorities as I was 50% liable for those medications being dispensed. 1 was not going to be 
responsible for another death in the parking lot or contribute to suspected medication diversion. The 
unfortunate part of all of this, is that despite all who knew, nothing has been done. The true tragedy is 
that more Veterans had to die because the 05C determined "my clinical opinion" was different than Dr. 
Houlihan. 

The depths of this tragedy are far reaching. 1 recently received a pain management consult for a 
Veteran at the Des Moines VA. This Veteran was a prior Tomah patient who was treated by Dr. Houlihan 
and Deb Frasher. This particular Veteran had a long standing history of substance abuse with alcohol 
and narcotics. The patient was previously taken off of opioids due to aberrant drug behavior and 
overdose. The Veteran was placed on suboxone by Dr. Houlihan, which the patient reports he never 
took to only be placed back on large doses of opioids and benzodiazepines by Dr. Houlihan. The patient 
has since had two more admissions for overdoses within the past 2 months. He is currently being taken 
off ail his opioids and benzodiazepines, if this Veteran's family had not sought care elsewhere and the 
patient continued to receive care by Dr. Houlihan and Deb Frasher would his second and third overdoses 
been enough for them to finally take this veteran off of such a dangerous medications? I am unclear 
how the inspector General could not "substantiate" these findings or "find no conclusive evidence of 
gross clinical incompetence or negligence." Veterans have lost their lives because of this prime example 
of gross clinical incompetence and negligence. 
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i have personally dealt with the repercussions of administrative practices that were illegal and 
that violated all sorts of personnel policies. I was asked to do something illegal, refused, blew the whistle 
on this gross clinical incompetence and negligence outlined above, and was fired for standing up and 
doing what was safe and right for the Veteran. The Inspector General did find that, "pharmacy staff 
uniformly indicated that they were reluctant to question any prescription ordered by Dr. Houlihan or 
any aberrant behavior by his patients because they feared reprisal." This was eventually 
"unsubstantiated" by the Inspector General despite findings of consistent, documented early refills, 
inappropriate urine drug screens, unsafe narcotic dosages, quantities, and dosage frequencies, as well 
as other drug related aberrant behavior. If all these findings were "unsubstantiated" why have so many 
clinicians left the Tomah VA? The one pharmacist who was brave enough to stand up and question those 
prescriptions for our Veterans safety was fired. The precedence of "what not to do if you value your 
Job" was set. 

My second Chief of Pharmacy Tom Jaeger reported he was coerced into writing his falsified 
personal statement that helped lead to my termination . He agreed to take it back, he then resigned 
two days after 1 was terminated. He then wrote another report of contact which stated he would not 
recant his statement. My clinical colleague Heather Asthmus and Rebecca Bell were pulled into Dr. 
Houlihan's office where he essentially told them if they value their job they would not question him like 
I did. Shortly before my termination Dr. Zakia Siddiqi resigned in lieu of termination after refusing to 
write for an opioid that a veteran did not test positive for in his urine drug screen, indicating aberrant 
drug behavior. In addition I was told in a pain committee meeting that we were not to be drug testing 
our patients as when they did not test positive for the substance prescribed and we continued to 
prescribe the medication we were liable. I do believe that is the point of urine drug testing to 
substantiate use and misuse of high risk medications for the safety of the Veterans and public. This was 
a "substantiated" finding by the Inspector General. Dr. Houliahn proceeded to tell Union Steward 
Dianne Streeter that there would never be a pain clinic at the Tomah VA and if pharmacy took over pain 
management then patients would start dying, after which they would bring their guns to pharmacy and 
start shooting. The "Candy Man" statement the CIR references is legitimate. I heard more than one 
Veteran reference Dr. Houlihan as this. I heard a particular patient in the hall way say "my primary care 
doctor took me off of my narcotics, you need to see Dr. Houlihan because he will put you back on them 
just like he did me." 

I continue to have grave concerns about the clinical abilities of several providers at the Tomah 
VA, including concerns ignored or "unsubstantiated" by the Inspector General, What will it take for 
those in a position of authority to take significant action? 911 was called more than 2,000 times over the 
last five years reporting 24 unexpected deaths. How many Veterans lives need to be lost? We are to be 
taking care of these Soldiers' returning from war, not creating a war they will not survive. What 
happened to the doctors oath of "First Do No Harm?" It Is all of our responsibility to stand up for those 
Veterans safety and not contribute to the tragedy that has cost so many lives. The leadership at all 
levels; Tomah, ViSN, VACO, and Inspector General need to be held accountable or true change will never 
prosper and Veterans will continue to suffer the ultimate sacrifice. Those Veterans deserve the highest 
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quality of care afforded. I urge and encourage you to deeply consider and investigate all allegations 
against the Tomah VA and their providers. 



80 


UNITED STATES OF AMERICA 
MERIT SYSTEMS PROTECTION BOARD 
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SRTTT,KMKNT AND COMPROMISE AGREEMENT 

It is hereby agreed by and between the U.S. Department of Veterans 
Affairs ("Agency") and Noelle Johnson ("Appellant”) as follows: 

1. After negotiation, the parties do hereby agree to settle and 
compromise MSPB Appeal No. CH-1221-10-0336-W-1, under the terms and 
conditions set forth herein. 

2. In exchange for Appellant’s agreement to have the above-referenced 
MSPB Appeal dismissed, and waive any and all actions, claims, compltiints, 
grievances, appeals and proceedings of whatever nature against the Agency, 
its officers and employees, In their personal as well as official capacities, which 
are now or hereafter may be asserted by her or on her behalf regarding her 
termination in June of 2009, and as well as regarding any other facts in 
existence as of the date of AppellBint’s execution of this settlement agreement 
("Effective Date"), with the exception of any claims that may arise by reason of 
breach of any term of this settlement agreement, the Agency agrees to: 
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a. Accept Appellant’s resignation, effective December 31, 2009, 
This resignation will be evidenced by a Government Standard 
Form 50 In Appellant’s Official Personnel File. Appellant will 
be coded as In Leave Without Pay (LWOP) status from July 1, 
2009 to December 31, 2009 and will not be paid for the 
period July 1, 2009 to December 31, 2009; 

b. Remove and destroy any and all documentation from 
Appellant’s Official Personnel File concerning her removal; 

c. Pay Appellant $61,000 (“Payment”) via electronic deposit to 
the client trust fund of Stlx Law Offices, 700 Rayovac Drive, 
Suite 1 17, Madison, W1 5371 1, Tax I.D. No. 36-3489826; 

d. The $61,000 Is allocated as follows; $15,000 for attorney fees 
and $46,000 for promised educational expenses; and 

e. To allow Appellant thirty days from the Effective Date of this 
Settlement Agreement to appeal the Agency debt collection 
action concerning her Tomah VAMC slgn-on bonus and 
relocation bonus and freeze/ hold In abeyance collection 
activity Involving these bonuses until her appeals are 
complete. 

f. That David Houlihan, M.D., will not make any written or oral 
communication that would disparage Appellant concerning 
her performance as a clinician at the Tomah VA Medical 
Center. The parties agree that this clause does not apply to 
responses by Dr. Houlihan to inquiries from State or federal 
regulatory agencies. 

3. In consideration for the performance of the Agency as required 
by paragraph 2 of this Settlement Agreement, Appellant agrees as follows: 

a. Appellant hereby forever wedves and releases all claims that 
she has alleged or could have alleged against Secretauy Eric K. Shlnsekl and his 
successors, and any of his employees. Including but not limited to past and 
present officials or employees of the U.S. Department of Veterans Affcitrs, in 
their official or Individual capacities, as set forth in MSPB Appeal No. CH-1221- 
I0-0336-W-1, and agrees to the dismissal of that MSPB Appeal with prejudice. 
Appellant further waives her right to file or pursue any complaint, claim, 
lawsuit, grievance, or appeal at any time In the future against the Agency, or 
any officials, employees, or former officials or employees of the U.S. Department 
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of Veterans Affairs, or Its successors or assigns. Its officials, employees, or 
former officials or employees, In their official or individual capacities, in any 
state or Federal court, or before any administrative body, tribunal, board, or 
commission, based upon any issues or claims arising out of her employment 
with the Tomah VA Medical Center occurring prior to and including the 
Effective Date of this Settlement Agreement. This waiver Includes but is not 
limited to any matter described In, referred to, or arising out of the matters that 
were the subject of the Appellant’s MSPB Appeal, or the negotiation or 
execution of this Settlement Agreement; 

b. Appellant hereby waives any and eiII claims for attorneys’ fees 
or costs, whenever incurred, as well as any and all attorneys’ fees or costs 
incurred in relation to this Settlement Agreement, other than those specifically 
enumerated in paragraph 2. Appellant explicitly understands that the Payment 
is inclusive of all attorneys’ fees and costs for legal representation in the 
actions: 

c. Appellant agrees, subsequent to the Effective Date of this 
Agreement, not to seek, apply for, or accept a position (to Include independent 
contractor positions) with the Tomah VA Medical Center or any of the Tomah 
VA Medical Center’s affiliated clinics in Wisconsin for a period of five years. If 
Appellant applies for a position in violation of this provision of the Settlement 
Agreement, the Agency may reject her application regardless of whether she is 
qualified for the position. If Appellant applies for and is hired for a position in 
violation of this Settlement Agreement, the Agency may remove her, 
immediately upon discovery of the breach, to achieve compliance with the 
terms of this Agreement. Appellant shaill have no administrative recourse or 
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cause of action In any forum If the Agency takes any action described In this 
clause to cure Appellant’s breach of this clause. 

4. Appellant agrees that she will not make any written or oral 
communication that would disparage David Houlihan, M.D., concerning his 
performance as a clinician or manager at the Tomah VA Medical Center. The 
parties agree that this clause does not apply to responses by Appellant to 
Inquiries from State or federal regulatory agencies. 

5. The terms and conditions set forth in Paragraphs 2 and 3 are in 
full settlement of any and all claims, demands, rights, and causes of action of 
any kind and nature, resulting from the same nucleus of operative facts giving 
rise to the claims In the above-captioned appeal. 

6. This settlement agreement shall not constitute an admission of 
liability or fault on the part of the Agency, Its agents, servants, or employees, 
and Is entered into by both parties for the purpose of compromising a disputed 
claim and avoiding the expenses and risks of libgatlon. 

7. It is also agreed, by and among the parties, that the settlement 
amount and terms and conditions described in Paragraphs 2 and 3 represent 
the entire agreement and that the respective parties will each bear their own 
attorney fees, tax obligations, costs, and expenses, aside from those fees, costs 
and expenses specifically provided for in this Agreement. 

8. This Settlement Agreement shall not serve as a precedent for 
resolving any other complaints, grievances, appeals or actions, which have 
been or may be filed. 

9. In consideration of the terms set forth in Paragraphs 2 and 3, 
Appellant agrees to execute and file with the Merit Systems Protection Board 
such documents as shall be necessary to cause the above-capboned appeal to 



be d_STiu6Scd This Agreement wiU be made part oi the overall record and the 
Merit Systems Protection Board will retain juriodiction to ensure coiupliance 
•M-ith the agreement, 


THE PARTIES TO THIS AGREEMENT HEREBY SIGWFY THEIR 
UNCONDITIONAL ACCEPTANCE OF EACH .AND EVERY TERM OF THIS 
AGREEMENT BY SIGNING ON THE FOLLOWING SIGNATURE LINES; 
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Jerald Molnar 
Director 
Tomah VA Medical Renter 
Deportrtwnt oCyettitaiw Affairs 



■^ichael New naan 
Assistant Regional' CounBe) 
Milwaukee Office of Reponal Counsel 
Department ofVeierans Affnirs 
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NOTICE OF WITNESS OBLIGATIONS, PROTECTIONS, AND PRIVACY ACT 

MATTERS 

1 . VA Regulation 38 CFR 0.735-i 2(b) states, “Employees will furnish information and testify 
freely and honestly in cases respecting employment and disciplinary matters. Refusal to testify, 
concealment of material facts, or willfully inaccurate testimony in connection with an 
investigation or hearing may be grounds for disciplinary action. An employee, however, will not 
be required to give testimony against himself or herself in any matter in which there is indication 
that he or she may be or is involved in a violation of law wherein there is a possibility of self- 
incrimination” (emphasis added). In addition, VA Directive 0700 requires ail employees to 
cooperate with administrative investigations to the extent permitted by governing laws, 
regulations, policies, and collective bargaining agreements. 

2. For individuals who are not VA employees, participation and testimony in this investigation 
is generally voluntary unless it is obtained by subpoena. 

3. You may refuse to answer a question if you believe the answer could be used to convict you 
of a crime. If you refuse to answer on this basis, you must inform the investigator or board that 
you are asserting this right. No adverse action may be taken against you for such a refusal unless 
you have been assured that your answer will not be used against you in a criminal prosecution. 
You do not have the right to refuse to answer a question based on a belief that your response may 
incriminate a person other than yourself, or that it may result in adverse administrative action 
against you. 

4. VA Directive 0700 requires you to refrain from disclosing any information developed in the 
course of the investigation, including the substance of your testimony, with others, if so directed 
by the Convening Authority or by a member of the Administrative Investigation Board. This is 
to protect the integrity and fairness of the investigative process. You may, however, discuss such 
matters with Federal investigators, with the Office of the Inspector General, the Office of Special 
Counsel, or with your designated personal advisor or representative (if any). In addition, you 
will not be reprised against for any disclosure protected by the Whistleblower Protection Act or 
other law. 

5. You will be protected from reprisal for providing truthful testimony or otherwise cooperating 
lawfully with this investigation. If you feel that you are being treated adversely for such actions, 
please advise a Board member immediately so that we can ensure that effective corrective and 
remedial action is taken. You may also contact other appropriate officials, including the U.S. 
Office of Special Counsel or the VA Inspector General, if you feel you are being retaliated 
against for your cooperation with this investigation. 

6. Other Information: 

AUTHORITY TO COLLECT INFORMATION: 38 USC § 571 1. 

PRINCIPLE PURPOSES FOR WHICH INFORMATION IS REQUESTED: To determine the 
facts of the matters investigated and any corrective action needed. 
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ROUTINE USES: The information obtained from you may be included in systems of records, 
including, but not limited to, "Veteran, Employee, and Citizen Health Care Facility Investigation 
Records,” 32 VAOO, and is subject to the routine uses of such systems. These uses may include 
internal administration of the Department of Veterans Affairs, correction of systemic problems, 
determination of liability for claims and benefits, administrative or disciplinary action, actions 
affecting professional licenses and employment, and provision of information about the matter 
investigated to other Federal and State agencies. Congress and the public. 

FAILURE TO PROVIDE THE REQUESTED INFORMATION could lead to actions and 
decisions on incomplete or erroneous information. Failure to provide information by employees 
of the Department of Veterans Affairs could result in disciplinary action against such employees 
for violation of the requirements discussed above. In addition, the Department may seek to 
obtain information from employees or members of the public by subpoena, in which case a 
refusal to provide information reque.sted at that time could be punishable in Federal court by 
fines and imprisonment. 

7. Members of Collective Bargaining Units (CBUs) who reasonably believe their responses 
may result in disciplinary action against them may have a union representative assist them during 
the interview if they so request. If you are a CBU member and choose to have a representative, 
notify an Administrative Investigation Board member immediately so that we can provide an 
appropriate form for your designation. 

8. Additional Notice (if applicable); 


9. If you have any questions or requests regarding the matters discussed above, please notify 
an Administrative Investigation Board member immediately. 


I HAVE READ THE ABOVE NOTICES, OR HAVE HAD THEM READ TO ME, AND 
HAVE HAD ANY QUESTIONS ANSWERED TO MY SATISFACTION. 

(Print or Type Name of Interviewee) 



(Date) 


(Print or Type Name of Interviewer) 


(Signature of Interviewer) 


(Date) 
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DESIGNATION OF ADVISOR/REPRESENTATIVE 

This is to certify that 1, have designated 

— to assist me during the present 

investigation. 

My advisor and 1 will not discuss my testimony or any information gained as a result of this 
investigation with others, except for disclosures specifically protected by law. 

WITNESSES SIGNATURE: 

SlGNED: 1br DATE: 

"bv. NuflVC 4 Cp,y 

(Print Witness Name Here) 


ADVISOR’S SIGNATURE: 

SIGNED: DATE: 

(Print Witness Name Here) 

ADVISOR IS (Check and Complete all applicable): 

_____ Union (CBU) Representative, Union/Local 

Attorney, Member of (State) Bar 

Other, Specify relation to witness: 
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A) 1 slatted working at the I'omah VAMC as a Clinical Pharmacy Specialist on August 
4*'' 2008, I officially started on the pay roll July 6"’. 2008 and my service computation 
date was July 2"‘', 2007. From August through November I was warned by many 
pharmacists including the previous Chief of Pharmacy Dr. Jim Due, Staff Pharmacist 
Kaleen Larson RPh, Virginia Schroeder RPh, Dan Hanson RPh. Dave Dettle RPh, and 
Clinical Pharmacists Dr. Richard Schroeder and Dr.Laureen Savage-Chambers that if 1 
question Chief of StalTDr. David Houlihan’s MD pre.scriptions that 1 would be fired. 
Fhey gave me many examples of previous employees that were forced to resigned or 
have been fired for questioning one of Dr. Houlihan’s prescriptions. 1 was warned by all 
that if he did not fire me. then he would make my life very difficult at the VA. I cannot 
recall specific names of employees that they mentioned, however my clinical colleague 
Dr, l.aureen Savage-Chambers and Clinical Coordinator Dr, Richard Schroeder gave the 
most specific examples. 1 did witness one of the out-patient prov iders Dr. Zakia Siddiqi 
MD be forced to resign for refusing to write a narcotic order for a chronic pain patient 
who's urine drug screen did not lc,st positive for oxycodone on more than one occasion. 

During this time frame I was nominated by Performance Improvement Leader Tracey 
l,aiic to be the chair of the Tomah VAMC pain committee due to my background 
working in a pharmacist run pain clinic in conjunction with a board certified pain 
speeiaii,st while in my residency at Chalmers P. Wylie VA Ambulatory Care Clinic in 
Columbus, OH. The interim Chief of Pharmacy at that lime was Dr. Erin Nartis who 
decided the pharmacy was too short staffed for me to spend the time necessary to be the 
chair oflhe pain committee; however, .she decided 1 would be the pharmacy 
representative for the committee. (Sec attachment A), 

B) Friday 1 1/21/08 I was the "hot scat” phamiacist. This pharmacist fills the window 
prescriptions for the patients that arc wailing at the pharmacy. I received a prescription 
for Morphine Sulfate IR (i.e. immediate release) I Smg 7 tabs every 4 hours, 2 tablets 
three times daily prn (i.e. as needed) # 1 080 for a 30 day supply w ritten by Dr. Houlihan. 

1 quickly reviewed the patient profile in his medical record CPRS (i.e, computerized 
patient record system) to get a better assessment of what the indication for the short 
acting narcotic pain medication was for and to assess the type of pain being treated as 
well as other medications the patient had previously failed. This patient has somatic pain 
from a fracture of the 'T\2. in addition to neuropathic pain vvith radiculopathy. After this 
brief assessment oflhe patient my initial clinical Jiidgmem was to question the short 
acting agent of choice and the quantity that was prescribed. After having experience 
working as a clinical pharmacist in a pain clinic at the VA in Columbu.s OH. I clinically 
felt this patient’s pain was not being properly treated. Strictly treating a patient with only 
short acting medication is not the standard of care, I felt this patient would benefit from a 
long acting narcotic, a NSAID (i.e, non-steroidal anti-inflammatory drug), and a 
medication to appropriately treat his neuropathic (i.e. nerve pain) pain. I fell the short 
acting immediate release morphine was inappropriate monotherapy. The prescription was 
due to be filled on 1 1/24/08. The prescription was early, so I felt I had time to look into 
the patient's medical records to better formulate a recommendation for the provider. 
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! asked many of my colleagues including Clinical Pharmacists Dr. Laureen Savage- 
Chambers, Dr. Richard Schroeder, Dr. Margaret Hyde, and Dr. Erin Narus, and they felt 
the prescription was inappropriate as well. 1 was told not to question the order; however 
because it was from Dr. Houlihan and he doesn’t like pharmacists questioning his orders. 

I was told by multiple clinical and staff pharmacists if 1 question the order and try to 
make recommendations he did not agree with, then he would try to fire me or at least 
make work unpleasant for me. I di.sciissed the prescription with multiple pharmacists and 
1 asked how the prescription had been getting filled thus far. fhe responses I received 
were statements such a.s. "rm sick of fighting with Dr, Houlihan,” or 'd'ln not calling Dr. 
Houlihan, I don't want to have to fight with him about anything today. . .good luck with 
that. ..Em glad I’m not you," or “Last time I called and questioned an order. Dr, Houlihan 
called the previous Chief of Pharmacy Dr. .lim Due and told him 1 was trying to cause a 
problem.” 

1 took the prescription to the nevv Chief of Pharmacy Dr, Elrin Narus to review the 
prescription. .She agreed the patient needed to be on a long acting narcotic medication as 
well as possibly an NS.AID and a medication to treat the neuropathic pain. While I was in 
Dr. Naus’s office 1 received a call from Dr. [.ocker MD who w anted to know if a pill 
identification had been done a.s he believed this particular patient had brought his own 
immediate release morphine sulfate from home and was taking this in addition to the 
immediate release morphine we were giving him while he was admitted to the VAMC. 
This would have been a direct violation of the patient’s pain contract. Dr, Locher wanted 
to let Dr, Houlihan be aware of this violation before Dr. Houlihan wrote a new 
prescription for immediate release morphine upon discharge 1 1/21/08, The medication 
should have been taken away from the patient and locked up in inpatient pharmacy as this 
is standard protocol. This however did not happen. Dr, Locker spoke with Dr. Houlihan 
about his concerns w ith the patient and his over use of this short acting pain medication. 1 
spoke with Dr. Locker and Berry Lmcrk PA-C about the pill identification. While on 
inpatient unit 400 observation. I showed the two providers the prescription. F3oth 
providers said, "We are glad our name isn't on the prescription.” This in addition, added 
to my concerns about the appropriateness and safety of the prescription. The patient has 
built a large tolerance to this medication, which happens very quickly w ith short acting 
analgesics, and is now taking more than prescribed. This patient will likely continue to 
require more and more medication as he builds tolerance and dependence, is this a case 
of pseudoaddietion becau.sc tlie patient's pain is not properly treated? Due to the fact the 
palient had been an inpatient fora few days and was receiving imnicdialc release 
morphine in the hospital and was requesting the prescription early the patient should have 
had enough medication to cover through the w'eekend and therefore w-as not going to be 
without any medication. 

My plan which was discussed and agreed upon with Dr. Narus was to go through the 
patients medical record more in depth and devise a plan to help convert the palient over 
to a long acting narcotic medication and start to taper the short acting immediate release 
morphine, I consulted with the Board Certified Pain Specialist. Dr. Sanhaj and Clinical 
Pain Pharniaci.st, Dr. Staci .iackson that I previously worked with in my residency to 
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reinforce the decision to request this patient be converted to a long acting narcotic and 
how to safely go about converting someone on such a large unsafe dose. 

1 did not have time to thoroughly go through the patients chart until Monday morning 
1 1/24/08. .Al! weekend long I dreaded having to make this phone call. 1 vvas afraid to call 
Dr. Houlihan to discuss this case after everything my colleagues had told me. I even io.st 
sleep over it. I woke up multiple times and went over my game plan how I could taeifully 
and professionally approach this situation and make a rccorninendation to Dr. Houlihan 
to help him treat this patient without upsetting him. but that would safely and effective 
treat the Veteran, first thing Monday morning I met with Dr. Nanis and reviewed my 
plan with her. 1 asked her how to approach Dr. Houlihan knowing it was going to be 
tough situation. She gave me some advice on how i could broach the subject. 1 had to 
give myself a pep talk just to pick up the phone. I have never been afraid to contact a 
provider to question an order or prov ide a recommendation before because that is my job 
and I know it is in the best interest of the patient. I called Dr. Houlihan's nurse Susan 
Schmitt and she told me he vvas with a patient. 1 told her 1 had a question in regards to an 
order, but it was an in depth question so he could call me back at his earliest convenience, 
fhe nurse ended up transferring me to Dr. Houlihan. I told Dr. Houlihan that iny name 
was Noelle I was one of the pharmacist and 1 had a question in regards to the immediate 
release morphine order for this particular patient. 1 asked if Dr. Locker had spoke with 
him in regards to this patient taking his own morphine while admitted to the VA as an 
inpatient. Dr. Houlihan said he spoke with Dr. l.ocher. Dr. Houlihan said, " This patient 
did not lake his own morphine while he was here.” I told him 1 had looked through the 
patient’s medical record and saw that he had somatic pain as well as neuropathic pain 
with radiculopathy. The patient had been on long acting morphine in the past. Dr. 
Houlihan said. “He wasn't tolerating the medication." 1 said, i read in the chart he was 
taking more than prescribed, not that he wasn't tolerating the medication.” 1 then said 1 
think this patient would benefit from a long acting pain medication would you consider 
starting him on another long acting narcotic medication. I was thinking methadone. It is 
a good medication for patients with somatic and neuropathic pain. This i.s where Dr. 
Houlihan began to gel upset. He started to get very stern and short with his answers and 
he starting raising his voice. He said, " I'he patient has addictive properties so methadone 
would cross the lines to addictive treatment which would need a special license.’’ 
(Methadone for addiction requires a special license. Methadone for chronic pain 
management does not). Dr. Houlihan then asked me. "What is the bottom line, what arc 
you really trying to say?" 1 said. "I clinically don't feel comfortable filling this 
prescription. 1 really feel the patient needs a long acting medication. Where are you 
going to go with this patient's medication regimen? The patient is going to ju.st keep 
building up tolerance and greater dependence. .'\re you just going to keep increasing the 
dose?'' Dr. Houlihan responded by yelling, “Pm sick of you pharmacist questioning my 
prescriptions. By questioning my prescription you are questioning my clinical jiidgmciit 
and my authority, thus by doing .so are putting my license in jeopardy!" I said. “I am not 
trying to question your clinical judgment; I am trying to help the patient and you come up 
with the best way to safely and adequately treat this patient’s pain.'’ Dr. Houlihan said 
"Yes you are. you are questing my clinical judgment and how I treat my patients. Some 
one has to see these patients and it is me." I said, "I was told you are the only one who 
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sees the chronic pain patients." Dr. Houlihan said, “Yes, I am the only one who can. If 
you don't want to Hll this prescription and you want to question me all the time than you 
can be the one to find these patients a new Dr. to sec them, How are you going to do that? 
No one else is going to see them! Arc you going to see them?" I said, "I would like to 
work with you to help find the right pain regimen to treat this patient.'' Dr, Houlihan 
responded by telling me what needed to be done w'as, the prescription needed to be filled. 

I replied by telling him, “1 do not feel comfortable filling the prescription and 1 will not 
do so. i would find you another pharmacist to fill the prescription, but my name will not 
be on the prescription because it is not in the best interest of the patient." Dr, Houlihan 
said he would be speaking to Dr. Narus about this situation. I told Dr. Houlihan that was 
fine Dr. Narus was aware of the situation. Dr. Houlihan hung up the phone, 

I instantly starting crying after hanging up the phone. I fell very attacked, 1 as well as the 
other pharmacists do not deserve to be treated like that. I as well as my colleagues 
deserve to be treated with respect, dignity, and civility. 1 believe Dr. Houlihan behaved in 
ail unprofessional and threatening manner. I now know what the other pharmacists were 
talking about and why everyone is afraid lo recommend any changes to Dr. Houlihan, I 
don't feel 1 should have lo be afraid. I feel that I did what was right. 1 stood up for patient 
safety, my ethics, and protected my license. Filling that prescription was not ciiniealiy in 
the best interest of the patient. I feel I had every right to question the pre.scription and not 
fill il based on my clinical judgment. (See attachment Bl. B2. B3). 

The technician Mrs, Foni .lohnson was standing next to me filling narcotic prescriptions 
during my phone conversation with Dr. Houlihan, Mrs. Johnson wrote a statement to 
attest to my professionalism. (Sec attachment 134). 

1 tried to give the prescription to another pharmacist so they may have the opportunity to 
fill the prescription if they chose to do so based on their own clinical judgment, The other 
-Staff pharmacists refused to fill the prescription as well once 1 had questioned the order. 
The pre.scription was filled by Dr, Narus. 

After the phone call 1 went to the clinical pharmacy office for support from my fellow 
colleagues. They also agreed the prescription was inappropriate and that Dr. Houlihan 
acted in an unprofessional manner. I called Dr. Narus to tell her the eonversaiion did not 
go well and she should expect a call from Dr. Houlihan. She asked if 1 would like lo 
discuss what happened. I decided lo contact a union representative first. 
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i had multiple treatment recommendations planned for this patient, but due to Dr. 
Houlihan’s demeanor 1 did not have the option to discuss all of'thcm with him. 

1) Convert to methadone. ..methadone is a good option for patients who do have 
addictive problems because it is so long acting you do not get a "high feeling 
from it." it is great for somatic and neuropathic pain. We would have been using 
this tt) treat this patient's chronic pain, not an active addiction problem that I am 
aware of. I still believe this is a good therapeutic option for this patient. (All long 
acting meds are going to be hard to convert to because pt is on such a large dose 
of short acting morphine 720rng/d), Start to taper short acting morphine. 

2) Ft would likely benefit from a chronic NSAID such as litodolac since fracture of 
T12 

.t) Could consider retrial of long acting morphine or trial ofO.'vycotin or feiitanyl 

4) Could consider retrial of gabapenlin. Patient had reported muscle cramps at low 
dose. This would be beneficial for neuropathic pain. Could consider other agent 
.such as pregabalin or duloxctine if unable to tolerate gabapentiii. 

5 ) Could consider SNRI... reported ADR to venlafaxinc... unknown 

I then filed a grievance with the union in regards to this inattcr. The Inspector General 
was contacted in regards to a different matter. (Sec attachment B.5). Shortly after this 
incident Labor and Management had a meeting. In this meeting Dr. Houlihan stated, ‘‘A 
pharmacist turned me into the Inspector (ieneral.’' I never at any point in time contacted 
the Inspector General. 

He told the Union Steward. Diane Streeter that I acted unprofessional in regards to this 
specific patient matter. Diane .stated. "She was not unprofessional and she has a vvitnes.s 
who wrote a statement .stating she maintained her professionalism." At this lime Ms. 
Streeter slated she had tried to bring up the i.ssue of starting a pain clinic and using mo as 
an integral provider in the clinic. Per Ms. Streeter. Dr. Houlihan stated there will never be 
a pain clinic in this facility and if pharmacy takes over pain management then patients 
will .start dying. If this happens patients w ill bring their guns to pharmacy and start 
shooting. 


.After this incident 1 was told by Dr, Narus and Service Line .Manager, .leff Evanson that I 
was no longer to call Dr. Houlihan. I was instructed to fa.\ him my recommendations 
because he is unable to control his temper and faxing was Dr. Houlihan’s preferred 
method of contact. 
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C') On 12/12/08 i received a prescription fora Controlled Schedule 11 (Cll) narcotic 
printed on a white piece ofpaper from Dr. Houlihan, fhis prescription was a work order 
copy. Any employee that had computer access could have printed this prescription off 
CPRS. .At this time the Tomah VA required all Cli prescriptions to be hand written by the 
provider on the green prescription pad assigned to each individual provider. Some V.A's 
were transitioning to using the computerized form of a Cll prescription. This prescription 
was printed as a work order, not a computerized Cll prescription. As far as 1 and the other 
pharmacists were aware we were still requiring the green prescription copy. I tried paging 
Dr. Narus multiple times and did not get a response. The patient was vvaiting for the 
prescription to be tilled and was irritated it was taking so long. I decided to go to Dr. 
Houlihan's office to ask his secretary to have Dr. Houlihan rewrite the Cll on the green 
copy. Dr. Houlihan’s office door was open and he heard me talking to his secretary. Dr, 

I loulihan came running out of his office yelling at me. l ie said, “ fliis is a legitimate 
prescription and I will not rewrite the prescription. He yelled 1 am so sick of you F...ing 
pharmacist! i want to speak to Hrin Narus immediately!” I le marched down to out-patient 
pharmacy and i paged Dr. Narus again to come to the pharmacy. Dr. Narus and .Icff 
Tvanson came to the pharmacy and had a meeting with Dr, Houlihan in the back. I went 
hack to filling prescriptions and I could hear Dr. Houlihan maligning me. I was never 
brought into the discussion to defend myself. ,As it turned out Dr. Narus and Dr. Houlihan 
had made a prior agreement that Dr, 1 loulihan would start to write die Cll prescription on 
the computerized from due to a previous confrontation he had a week prior with another 
pharmacist in regards to misspelling a patients name .' times. This change wa.s not 
communicated with any of the pharmacists. The prescription still had to be rewritten as 
requested due to the fact it was a work order, not a prescription written and printed 
correctly from CPRS. On 12/l,5./08 Dr. Narus handed out a new hard copy guideline 
exclusively for Dr. Houlihan. (See attachment C New Schedule II order Entry in CPRS 
for Out-Patient-Pharmacy). 

D) February 2009; New Chief of Pharmacy Dr. Tom Jaeger and Dr. Savage-Chambers 
attend a Medical Executive Meeting. In this meeting Dr. Houlihan again told everyone 
that 1 turned him into the Inspector General. Both parties told Dr. Houlihan that I did not 
turn him into the Inspector General. 

E) February 6'^ 1 had a meeting with Dr. Jaeger and Union Steward Diane Streeter. This 
meeting was to discuss the verbal threat Dr, 1 loulihan made in the Labor and 
Management meeting. In this meeting Dr. Jaeger gave me suggestions of agencies to 
contact with my concerns. He gave me the paper work for the Inspector General and 
J.ACHO. Dr. Jaeger explained, he thought .I.ACHO was the best avenue to pursue for 
reporting the unsafe practices of Dr. Houlihan. 

At this point Dr. Jaeger assigned me to the VISN 12 (regional level) Pain Committee, i 
was also assigned as the leader of the Opioid Work Group by fracey Lane from 
performance improvement. 
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F) On March 9''’, 20091 received a prescription from Dr. Houlihan for Methylphenidate 
Sustained Release 12()mg/day, The max dose of this narcotic stimulant medication is 
60mg daily. I reviewed the patient's medical record and discovered the patient had 
previously been on this dose. I also noted the patient had a strong cardiac history. I did 
not feel this was a safe dose for the patient. This medication is a lipid soluble medication. 
If given too high of a dose the medication could over saturate the enzymes used to break 
the medication down and therefore build up in the patients system and potentially cause 
harm such as a cardiac arrhythmia due to the stimulant properties. I faxed Dr. 1 loulihan 
and asked if the dose could be reduced or if the medication was not beneficial at a lower 
dose if he could choose an alternative agent for the patient. Within a couple of days Dr. 

I loulihan wrote a new order for the same do.sage and commented on the prescription. "Pt 
is a large man. fill as is." T his medication is not weight based for adults. Dr, Savage- 
Chambers and 1 resourced with colleagues at the VA in Madison to see if any doses 
greater than 60mg have ever been filled. One prescription had been filled for 70mg. other 
than that dose above 60mg had not been tilled. I consulted with many of the clinical and 
staff pharmacists and they all felt the medication dose was unsafe. 1 gave the prescription 
to my previous Interim Chief of Pharmacy, now- Out-Patient Supervisor Dr. Nanis who 
also agreed the medication dose was unsafe. Dr. Narus wa.s going to talk to Dr. Houlihan. 
A few days had gone by and nothing had been done with the prescription. Dr. Narus was 
called away from work for personal reasons. I received a call in clinic from one ol the 
out-patient .staff pharmacist Kalccn (.arson. RPh. She stated. 'The patient is coming to 
pick up his Methylphenidate and Erin would like the prescription to be partialed (see 
definition below) until further clarification from Dr, Houlihan. I want nothing to do with 
this prescription you need to come over to out-patient and fill this prescription." Dr. 

Narus had written directions on the prescription to give a 7 day supply . There was also a 
yellow note .stuck to the prescription that slated 1 was to tell the patient to only take 2 
tablets tvvice daily until further clarification from Dr. Houlihan. There were two separate 
prohlciTi,s at hand. It is illegal to partial a Cil narcotic prescription unless you do not have 
sufficient quantity to dispen,se the total and then you only have 72 hours to dispense the 
remaining or the rest of the prescription is null and void, (See attachment FI). It is also 
illegal and unsafe to tell the patient to take different directions then what is written on the 
bottle or what the provider has prescribed. (See attachment F2). 


I was not going to illegally partial a prescription and 1 was not going to tell the patient to 
take different directions than w hat the Dr. had prescribed. Dr. .laeger w as out of the office 
and now so was Dr. Narus. I brought the prescription to my Service Line Manager. Mr. 
.lelT Evanson who is not a pharmaci.st or licensed professional. Mr. Evanson's response 
was, 'Why are you trying to cause trouble?" I explained that 1 wasn’t trying to cause 
trouble, that this wa.s an unsafe dose for the patient and I was not going to illegally fill the 
prescription as I had been asked to do. He staled, ‘'Why are you trying to throw Erin 
under the bus?"’ I again explained that was not my intention, but the patient was coming 
to get the prescription at the pharmacy and neither Dr, Narus nor Dr. .laeger w here 
available. I was not going to fill the prescription at the unsafe dose, 1 was unwilling to fill 
it illegally and the other pharmacists were not going to fill the prescription either. Mr, 
Evanson responded by saying, "If Dr. Houlihan said to fill the prescription you will fill it. 
You have no right not to!" I responded by saying, "I am an individually licensed 
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pharmacist, i am 50% liable for anything that happens to that patient, 1 in good 
conscience cannot Hll that prescription just because a provider thinks that I should. It is 
my job to make sure that prescription is safe for the patient to take. If something were to 
happen to this patient 1 am liable and I am not willing to compromise patient safety and 
my ethics. Mr. Evanson and I continued to debate the issue for over an hour, Mr. Evanson 
stated, ''How dare you claim to be an expert! He asked, why have the other pharmacist 
lllled the medication so far?’’ i explained that the other pharmcists told me they were told 
not to question Dr. Houlihan's prescriptions and they were afraid they would be llred if 
they made a recommendation he did not agree w'ith. I then told Mr. Evanson that Dr. 
Houlihan could fired me, but 1 was going to stand up and do what was right and safe for 
the patient. 1 was not, and will never be willing to compromise patient safety and my 
ethics, Mr. Evanson re.sponded by saying. "‘Houlihan doesn't have the authority to fire 
you. only I can make that decision.’' The conversation ended by Mr. Evanson asking to 
speak with my Clinical Coordinator Dr. Schroeder. Dr. Schroeder, Dr, Savage-Chambers 
and Union Steward Peggy Burke attend a meeting with Mr. Evanson, Both clinical 
pharmacist supported and clinically agreed with my decision. Dr. Savage-Chambers 
w rote the error up in our good catch log. This is a log of provider errors that are kept 
track of. The patient did not receive the medication that day. When Dr. Narus returned 
she spoke with Dr. Houlihan and the order was changed to 60mg total daily dose. 
(Documentation of prescription and note to partial the prescription and change directions 
is on file vs ilh the Tomah VA Union Office). 


G) After this incident Dr. .laegcr asked me to write a standard operating procedure (SOP). 
He wanted me to write a procedure that stated if the provider disagreed w'ith the clinical 
recommendation that we had to fill the prescription as is, if the pharmacist documented 
they clarified the prescription then the liability was no longer placed on the pharmaci.st. 1 
disagreed w'ith this and did not feel comfortable making the SOP without legal advice. 1 
called the Iowa Board of Pharmacy. They advised me that the pharmacist is still liable for 
those prescriptions even if there is documentation of clarification. They advised me to not 
nil anything that was unsafe for the patient. They also recommended 1 contact Inspector 
General as it seemed we had a problem in the Tomah V.AMC. 1 gave Dr. Jaeger this 
information and wrote the SOP accordingly. (See attachment G). 

H) March ,30''’. 2009 Janice Waldstein a NP from the Wausau Community Based Out- 
Patient Clinic (CBOC) emailed Dr. Jaeger to compliment my professional abilities and 
report our po,silive interactions over the previous 5 months she had w'orked in the CBOC. 
Dr. Jaeger responded by saying, ■"Thank you for the feedback. 1 agree that Noelle is an 
exceptional pharmacist, k is always nice to get this sort of feedback to assure her that her 
work is appreciated. Thanks." (See attachment H) 

I) May 12”’. 2009 I attended the Tomah V.AMC pain committee meeting. W'hilc in this 
meeting the new chair of the committee Dr. Whiteway MD told us that some key 
stakeholders would be having a meeting in regards to a proposal for starting a pain clinic. 
He named some of the key stakeholders which included himself. Deb Frasher co-chair. 
Dr. Houlihan. .Associate Chief of Staff, Dr. Picca .MD and then he said, "'And your 
colleague Dr. Margaret Hyde. I don’t know her. Why would she be asked to attend?' I 
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didn't explain the situation at the current time as there were many people around and it 
was not the appropriate lime or the place. After the meeting I e.xplained to Dr. Whitew ay 
that Dr. Houlihan and i didn't exactly see eye to eye. I gave him some oFthc examples of 
the pre.scriptions I felt were unsafe for the patient and consequently refused to fill, as well 
a.s some other examples of questionable practices. 1 also explained that another clinical 
pharmacist Dr. Margaret Hyde had been consulting with Dr. Houlihan on some of his 
pain patients. Dr. Whiteway told me he received an email that said 1 was not to attend the 
meeting and that he was to find another pharmacist. .At this time Dr, Houlihan named Dr. 
Hyde. .At this time 1 told Dr. Whiteway and Deb Frasher NP that if Dr. Houlihan is 
unwilling to work with me that it might be in the best interest of the patients and the 
coinmiltee if 1 step dowm. fhey agreed and Deb Frasher told me tiiat I could work from 
behind the scene to help the patients and Dr. Hyde. Approximately seven months prior 
Dr. Hyde approached me in front of Dr. Savage-Chambers and asked me to teach and 
guide her in relation to managing diabetic and chronic pain patients. 

May 1 .5’^' , 2009 1 then set up a meeting with Dr, Jaeger and Dr. Hyde. At this lime we all 
agreed for consistency purposes it needed to be the same person on all committees and 
clinics. I told Dr. Jaeger and Dr. Hyde that if the support wasn’t there from the Chiel'of 
Staff to be on the pain committee and in the pain clinic, then I didn't feel 1 should be 
following the individual pain patients that 1 had been making recommendations on. They 
both agreed and Dr. Jaeger assigned Dr. I lyde lo all the committees in my place. I then 
gave Dr. Hyde a list of the few patients I was .still following for specific providers. She 
agreed to take over the monitoring of these patients. Most of these patients were now 
stable so they could have been sent back lo primary care. 

J) May 27"’ , 2009 I received a prescription from Dr. Houlihan for a prescription that was 
written for l.447mg of Morphine equivalent, fills was a 100% increase in dose for this 
patient. 1 knew this patient was a difficult patient and that Dr. Hyde was working on this 
patient with Dr, Houlihan. I reviewed the medical record with Dr, Savage-Chambers and 
there was no documentation at the lime as to why Dr, 1 loulihan was increasing the dose 
1 00% or that the plan was to admit the patient for observation on June 1 Dr. Hyde did 
not have a pager at the lime and was in an infectious disease meeting. The patient again 
was waiting so i called Dr. Hyde in her meeting. 1 asked Dr. Hyde why they vvere doing 
100% increase. 1 said. "In most ca.ses a 100% increase at such a high dose is 
contraindicated. Why would Dr. Houlihan do a 100% increase ifa 25% increase would 
have been beneficial. Dr. Hyde then raised her voiced at me and said. “You don’t know 
what you arc talking about, 1 have been in practice a lot longer than you. Just because you 
worked in a pain clinic doesn't mean yon have seen everything. The patient increased the 
dose 100% on his own!" The prescription was then filled. Five minutes later I saw Dr. 
Hyde in the hallway. .She stated. “They arc going to admit that patient for observation on 
Monday." 1 then asked her why wc gave him a 30 day supply of a narcotic medication at 
that dangerous dose if he was going to be admitted as an inpatient in 4 days, especially if 
he w as self escalating his dose. 1 also told her after looking back at his refill history that 
even at the 100% increase he should still have enough medication to last until Monday. 
Dr. I lyde then walked away, 'The patient was not admitted on Monday June I’f 
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K) Hie first week of June ! asked Dr, Jaeger ifl could be taken oll'tlie 9-5:30pm shif'l, 1 
rotated this shift with two other pharmacists. I was hired on as a Clinical Staff 
Pharmacist. I worked two days a w'cek in out-patient pharmacy and three days a week in 
the out-patient clinic. When I was hired I was told the intention was to hire me as a full 
time clinical pharmacist, however that is not the position that had open and they would be 
back tilling a staffing position. 1 then became 60% clinical and 40% staffng. When I was 
hired 1 was told my tour of duty would be a temporary shift and the least senior and last 
person hired would have to work the 9-5:3()pm shift. Beginning of June and July tw o new 
staff pharmacist were hired. This shift started to interfere with my clinic time a.s my 
colleagues in the clinic would start at Rant and I would then be an hour behind on my 
work and i was putting in overtime to catch up. 1 set up a meeting with Dr. Jaeger and 
asked what the possibilities would be ifl could be taken off the shift since the two new 
pharmacists were going to be starting and I was told it was a temporary shift. Dr, Jaeger 
responded. 1 don't know 1 will have to look into it since this shill was made before I got 
here. I then told Dr. Jaeger and Dr. Narus that I would volunteer to slay on this shift until 
the two new pharmacists were trained. I also told this to the Inpatient Clinical .Staff 
Pharmacist, Dr. Heather Ashmus that was making out the new schedule. .A few' days later 
I received a call from Dr. Jaeger and he said, “Effective immediately you are no longer 
on the 9-.5'.30pm shift, '' 1 then again told Dr. Jaeger and Dr. Narus that 1 would be willing 
to work the shift until the two new pharmacists were trained. Dr, Narus said, 'i-'orgei it; it 
is loo much of a hassle.” 

Dr. Ashmus was then sent an email telling her. she was to pick up most of my shifts. No 
one volunteered to take the shifts like the report of contact stated, and 1 never refused to 
work the shift. Dr. Jaeger then told Dr, Ashmus that this was an unapproved shift and it 
never went through the union .so if 1 wanted to 1 could cau.se a problem and that someone 
had turned him into the union in regards to unapproved shifts, (See attachment N3). 

I never filed a grievance or even dLscussed the matter with the union in regards to this 
.shift. 

L) Beginning ofJune 1 was contacted by Drug Enforcement Administration; DEA 
investigator Thomas Hill and asked to comply with his investigation regarding Dr. 
Houlihan. I agreed to meet with Mr. Hill (414-839-5682) and did so on June 19th, 2009. 1 
met with Mr. Hill and my parents at my apartment in I'omah for about 2 hours, 1 gave 
Mr, Hill e.xamples of about 10 of Dr. Houlihan's patients and the unsafe narcotic 
prescriptions he was prescribing. The examples included the unsafe do.ses, duration, and 
quantities of these narcotics which are li,stcd in this report, in addition to e,xaiTiples I was 
not specifically involved with. We also discussed the 3 unexplained suicides at the \'A 
over the last couple of months. .Ail of w hich were Dr. Houlihan's patients. I gave Vir. Hill 
the name.s of another pharmacist and private physician who w ished to help in .Mr. Hill's 
investigation. Mr. Hill informed me the Attorney General would likely be speaking with 
me. He said he would he asking for an immediate suspension of Dr. Houlihan's DEA 

l .icense. I was advised not to fill anything I did not feel was safe for the patient or 
anything that was outside of the normal scope, Mr. Hill informed me he would be in 
contact. 
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M) June 8'*'. 2009 1 received a prescriplion From Dr. Houlihan for the narcotic 
Dc.Klromethamphetamine Sustained Release 30mg three times daily. This is usually a 
once daily medication, it could at times be a twice daily medication if it wasn’t la,stiiig 
long enough, however it should not be used three times a day. The short acting 
medication is used three times daily instead. Like the Methylphenidate prescription the 
max dose was 60mg/day, It has very similar pharmacokinetic properties. I again felt 
unconil'ortable with the dosage and the duration, I initially (Hied the prescription because 
1 was so sick ofiighting. By the time the prescription got to the front ofpharniacy I felt 
so guilty and afraid it may harm the patient. 1 took the prescription back and discontinued 
the computer order because my name was on the prescription. I kept the hard copy intact, 
1 brought the prescriplion to the attention of Dr, Savage-Chambers for advice. She agreed 
the prescription was not appropriate. At this time 1 went back to the pharmacy to speak 
with the patient. The patient said he was taking the medication beeau.se he could not 
focus. This patient had a diagnosis of schizophrenia and that was the indication listed in 
his medical record. T his medication is cautioned in such patients especially at high doses. 
It can cause hallucinations and mania and the studied dose was listed as 1 Omg daily per 
multiple drug references. The patient presented with both of these symptoms. The patient 
had enough medication to la.st until the 1 1* so I told the patient 1 did not feel comfortable 
dispensing this medication and there was a question in regards to the .safety of his dose. 1 
wanted to look into more research before making a decision. The patient was in 
agreement with this plan, however his wife got very upset and called Dr. Houlihan’s 
nur.se Susan Schmitt. In the mean lime. Dr. Savage-Chambers had sent an email to Dr. 
.laeger asking if the medication could be rev iewed by Dr. Picca who is the head of 
Pharmacy and T herapeutics Committee as Dr, Houlihan w as out of the office, in the 
mean time Dr. Houlihan's nurse called me and told me 1 was to fill that prescription and 
that Dr. Houlihan was not available for consultation. 1 toid her I was aw'are, and the 
prescription was going to be reviewed by Dr. Picca. She said. "Dr. Houlihan would not 
be happy about this and you should Just fill the medication as the patient has been on this 
dose before.’’ 1 explained to her again. I was not going to fill the medication until 1 could 
look into the toxicology I'urlher to make sure it was .safe for the patient. 

1 asked Dr. Narus if she would fill the prescription, she declined. She agreed it should go 
to Or. Picca for review. 

T he next day I started looking into the toxicology information and more in depth in the 
patient's medical record. I observed a note scanned into this patients chart from an 
outside phy.sician. This physician claimed to be following this patient for his chronic 
pain. The outside physician was prescribing long acting narcotic Oxycontin twice daily 
for the patient. Tlie patient had a recent drug test and he tested positive for methadone, 
another long acting pain medication. Thi.s patient claimed that he was on methadone a 
long time ago. The patient never received methadone from any VA. T he medication is 
very long acting, however it should not show up in a urine drug test after about 3-9 days 
after discontinuation depending on length oflherapy and varying references. (See 
attachment NT). The patient also claimed he was taking his ainphetaininc "prn*’ (i.e. as 
needed) The provider asked the patient to come back and do another drug test. The 
patient did not have one done, so the outside provider was discontinuing his Oxycontin. 
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Dr. I loulihan wrote Oxyconliii For this patient three times daily. 1 started to look at the 
rellll dales listed in the letter scanned from the outside provider and the dales the patient 
was getting Oxycontin from the VA. The refill dates w-erc only a week or two apart lor a 
30 day supply. The patient w'as again in violation of his pain contract and this allowed me 
to believe the patient vvas diverting the narcotics and taking other narcotic prescriptions 
illegally. In addition, a while back this same patient left his cell phone in pharmacy by 
accident. The Staff Pharmacist, Dave Dettle, R.Ph picked up the phone and on the other 
end a man was trying to bu\' medication from this patient’s plione, 

I printed this information and highlighted it and gave it to Dr. Jaeger who decided to still 
fill the prescription as is per Dr. Picca’s request on June 12“’, When 1 gave the 
information to Dr. Jaeger, he just looked at me and said, "Whatever!” 

N) June U)"’. 2009 at 4:10pm Dr. Jaeger took me in his office and said. “You arc going to 
be fired as of4:3()prn today. They were going to fire you on Friday June 19“’, but for 
some reason they are going to fire you today instead.” Me proceeded to tell me he thought 
that I was a wonderful pharmacist and I was just too progressive for this place. 1 was 
going to make a great clinical pharmacist for some other facility. He staled. ”1 will write 
you a letter of recommendation and 1 will stand up for you. 1 will defend you," He 
proceeded to give me his cell phone number and his personal email. Dr. Jaeger then told 
me. "Ifyou let them fire you than you will be deemed unfit for federal employment and I 
don’t want to see that happen so 1 hope you will resign. You have to make a decision by 
4;30pm today.” I asked, ‘‘W'hy am 1 being fired.” Dr. Jaeger told me there w'ere some 
reports of contact. 1 asked, "From whom?’’ He slated, "1 was one of them, i didn 't mean 
it, and I tried to take it back, but it was loo late. 1 wanted to take the report of contact 
back, but it vvas taken off of the Interim Service Fine Manager Susan Robinson's desk.’’ 
He then proceeded to explain that neither Susan Robinson nor he knew that I was going 
to be fired. Dr. Jaeger stated, "1 thought there was going to be a performance 
improvement plan made,” Dr. Jaeger then staled, "Please don't let them fire you." Dr. 
Jaeger then asked ifl wanted him to write my letter of resignation. 1 agreed, and he wrote 
my letter of resignation on his eompulcr. He replaced his information on a pre-written 
letter of resignation with my information, he then .slated. "Fm resigning as of June 26“’. 1 
am not going to pul up with this. What happened to you was wrong, I don’t want to work 
for an organization like this. 1 am done with the Federal Government forever,” 1 then 
went to Susan Robinson's office to hand in my resignation and she told me 1 needed to go 
to Dave Deehant's office in liuman resources. 

1 proceeded to Dave Deehant's olfice accompanied by Union Stewards Diane Streeter 
and Peggy Burke. I gave Dave Deehant my resignation form. Dave then said. "You do 
not have to make this decision to resign or be terminated until June 30“’ I then look my 
resignation form back. He proceeded to give me a memo of separation (Sec attachment 
Nl). I asked Dave for an explanation ofvvhy 1 was being terminated, fie stated. I vvas in 
mv probationary period and based on "performance issues" 1 was not going to become a 
permanent employee. Dave gave me copies of two reports of contact. One was from Dr. 
Margaret Hyde and the other was from Dr. Tom Jaeger (See attachment N2 and N3), I 
asked Dave how this could be done. 1 was never given a verbal or written warning on 
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anylhing and both of my performance evaluations were fully successful (See attachment 
N4). T he reports of contact were not verified and were not truthfuL Dave responded by 
saying, "Tt doesn't matter they didn't have to warn you because you are still in your 
probationary period." I later discovered my probationary period end date was July 6'*’ 
2009. .At that point in lime I was to return to work the next day. Peggy Burke and Diane 
Streeter asked i'or me to be given one day of authorized absence to pull myself together 
before returning to work. 

1 then proceeded to the union office where 1 received a call from Dave Dechant. 1 was 
then granted authorized absence until June 30'*’ and 1 had to hand in my keys and badge. 
At this point all of my computer access w'as terminated. 1 vva.s not given the opportunity 
to obtain my personal files and literature documents that I had brought with me from the 
previous V.A 1 had transferred from. 


Later that evening 1 had a 2 hour phone conversation w ith Dr. Jaeger, Dr. Jaeger told Dr. 
.Ashimis. my mother MAJ Johnson, and 1 that he felt coerced into writing the report of 
contact and if he could, he would take it back. He agreed to w rite a retraction statement. 


O) June 1 7‘'’ MAJ Johnson. Dr. Jaeger, Union Steward Diane Streeter and 1 had a 
meeting. Dr. Jaeger again slated he did not know who fired me. He staled. "Neither Susan 
Robinson or I fired you." He also stated again. "1 fell coerced into writing the report of 
contact and if I could. I would lake it back." He said. "I w ill be glad to write a retraction 
statement." Dr. Jaeger also stated at this meeting Dr. Houlihan still thinks I turned him 
into the Inspector General. At this time Dr, Jaeger also reported. "1 think Dr. Houlihan 
acts like he is on a cocaine high." 

P) June 17''’ 1 iiad a meeting with Human Resource Coordinator Dave Dechant. MAJ 
Johnson, and Union Steward Diane Streeter. Dave Dcehani told us that 1 turned Dr. 
Houlihan into the inspector General. I again told him 1 never turned Dr. Houlihan into IG. 
Dave Dechani said. "You were fired based on a committee decision compiled of upper 
management." He would not say who made tip this committee or divulge who made the 
actual deci.sion for termination. He did report it was not Susan Robinson who brought 
him the reports of contact. 1 also asked for the VHA directive that states a probationary 
employee can be fired w itli out any verbal or written warning. Mr. Dechant was unable to 
provide such a VHA directive for probationary employees. Mr. Dechant staled he 
contacted Milwaukee Human Resource department who was also unable to provide such 
documentation or any directive related to termination of a probationary employee. 

Q) June I 7"’. Dr. Houlihan called a meeting with the two least senior pharmacists. This 
included Dr. Heather Ashmus and Out-Patient Staff Pharmacist Rebecca Bell. In this 
meeting he professionally slandered me by discussing the terms and conditions of my 
termination as well as the differences we incurred. He fabricated information by telling 
them I threw papers in his face and that he was a Board Certified Pain Speciali.st. He told 
them he was not the one who "pulled the trigger" on me. T hese were interesting choices 
for words considering Dr. Houlihan threatened about patients shooting the pharmacist 
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who look over pain management while in a labor inanagemenl meeting with Union 
Steward Diane Streeter. (See attachment Q). 

R) June 1 8 '' Dr. Jaeger resigned from the Toniali VA. Dr. Jaeger had Dr. Ashmus help 
him clean out his office prior to leaving June I?*. Per Dr. Ashmus. Dr. Jaeger stated I'm 
done with this place. I’m not ever coming back. I will not stand around and take the fall 
for Nocllc’s termination. On the 18*'' 1 attempted to contact Dr. Jaeger on his cell phone 
to ask for the retraction statement he said he would write. Dr. Jaeger did not answer or 
return my message. I have not contacted him since. 


S) June 2.y’' 1 had a meeting with Associate Director Sandra Gregor, Human Resource 
Goordinator Dave Dechant, and Union Steward Kurt Hass. Sandra Gregor reported 1 was 
llrcd based on the reports of contact and the recommendation from Chief of Pharmacy 
Dr. Tom Jaeger. Dave then gave me a copy of a new- report of contact that Dr. Jaeger had 
written. This stated he would not retract his previous report of contact. He stood by his 
decision that my performance was considered unsatisfactory due to refusing to till 
multiple prc.se ript ions. (See attachment SI ). 

1 told Sandra Gregor I would like to write a report of contact on the professional slander 
Dr. 1 loulihan had made. She responded by saying. "That is your word against his and the 
other pharniaci,st.’’ 1 said exactly! 1 was fired for reports ofcontaei that were falsified and 
never verified. I was never given verbal or written wanting, or the chance to defend my 
position. She then slated, "I stand by the decision for termination." Immediately after my 
termination and Dr. Jaeger's departure the pharmacist who wrote one of the reports of 
contact Dr, Hyde was appointed to the position of Acting Chief of Pharmacy. (See 
attachment S2 and S3). 
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Altachmenis: 

A) Nomination for Fomah Pain Committee Chair from Performance Improvement 
Tracey Lane, 

B) I ) Clinical Practice Guidelines for the use of Chronic Opioid llierapy in 
Chronic Non Cancer Pain. Journal of Pain. Vol 10. No 2, February. 2009: pp ! 13- 
130 

2) VA/DOD Clinical Practice Guidelines for the Management of Opioid Therapy 
for Chronic Pain. Medication Pocket Guide. http:.','vv\\\v.cimo.ainedd.anny.niil 

3) Methadone Dosing Recommendations for Treatment of Chronic Pain. 
htlp://v\\\vv.vapbni,oi’g 

4) Technician Toni John.son Statement 

5) Oticstions for L,eader.ship from the American Federation ot Government 
Employees; Presented to Inspector General 

C) New Schedule 11 Order Entry In CPRS for Out-Patient-Pharmaey 

F) 1 ) Iowa Board of Pharmacy Controlled Substance l.aw on partial filling a ClI 

2) Drug Enforcement Agency Diversion Control Program laws regarding what 
changes a pharmacist can make on a Cil prescription. 

G) Standard Operating Procedure: Prescriptions Under Clarification 
U) Email from Nurse Practitioner Janice Waldstcin 

M) Urine Drug Screen Practical for Clinicians. Mayo Clin Proc. 2008;83(l)66-76 

wwwMuayoclinicpri'ceedings.com 

N) 1) Memo of Separation 

2) Report of Contact from Margaret Hyde 

3) Report of Contact from Toni Jaeger 

4) Nocllc Johnson Performance Evaluation 

Q) Statement of Professional Slander from Heather Ashmus and Rebecca Bell 
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S) I ) Tom Jaeger’s second Report of Contact 


2) Medical Center Bulletin 


3) Department of Veteran Affairs Memorandum 

T) Character References (1-12) from Clinical Pharmacists, Staff Pharmacists, 
Pharmacy Technicians, and Providers. 


U) State of Wisconsin Department of Workforce Development, Division of 
Unemployment insurance 
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Johnson, Noetle A. 


Froni; 

Sent: 

To; 

Cc; 

Subject; 


Lan.e, Tracey 

Friday, November 28. 2008 1:13 PM 
Narus, Enn Y. 

Houlihan, David J . Broad. Judith E.. Ten Haaf, Patricia L., Johnson. Noelle A, 
Request for pain person 


Follow Up Flag; Follow up 

Flag Status; Red 


Enn, 

Good afiernoonl i would (ike to recommend Noelle Johnson, who is a pharmacist to join our pain management committee 
ds die chair. Pain is a major component and focus for Joint Commission and VA nationally. Our group would greatly 
benefit from a clinician w'ho has eyperience, interest, and expertise in pain. I would like to propose that Noelle has some 
tune set aside for pain management committee duties. 

I was very impressed with Noelle during a grand round presentation on pain. Although, Noelle did not present the materiah 
•ihs provided wonderful information and sparked discussion surrounding pain issues from tier previous experience in 
addition, during a recent ViSN 12 face-to-face meeting, much of the recommended education from providers is about the 
dosage of pain medications Pharmacy is an important component for effective pain management 

Thanks, 

Tracey Lane MSN 
VAMC Tomah 
Performance Improvement 
ext. 66014 

Please considerthe environment before printing this e-mail 


Attachment A 
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Streeter, Diane H. 

From: Johnson, Toni A. 

Sent; Tuesday, November 25, 2008 10:20 AM 

To: Streeter, Diane H 

Subject: Noelie Johnson telephone call 11/25/08 


I am providing this statement tn regards to a telephone conversation that I overheard on 11/24/08 between Noelie Jolifison 
r-and another party. 

t am not sure how long the conversation had been in progress before I entered the area to work, Noelle's demeanor was 
professionai and helpful and I did not hear her raise her voice at any point, i heard her offering help and suggestions for 
alternative therapy possibilities. I would not have thought anything was out of the ordinary with this conversation, except at 
the close of the phone call, when she hung up the telephone, she burst into tears. 

Ton! A Johnson 


Attachment B4 
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American F-ederation of Government Employees 
Affiliated with AFL-CIO 
Local 1882 

V.A. Medici Center/Forl McCoy 
Tomah, W! 54660 


Dale: April 17,2009 

From: AFGE Local 1 882 AFL-CIO 

Subject: Issues at V. A, Medical Center, Tomah, WI 

To: Ben Balkum, President 

AFGE Local 
V.A, Medical Center 
Iron Mountain, MI 


Hello Ben, 

1 . 1 understand that you will be visiting some of our Representatives on Capitol Hill the 
week of April 19, 2009. I am writing with the hope, time pennitting, you will be so 
kind as to inform our Representatives of some of the more significant concerns AFGE 
LOCAL 1882 Officers, and many others, have concerning care of the Veteran patients 
at this health care facility. 

2. Providers’ Privileging/Credcntialing; Some months ago, AFGE learned that this 
Agency is forcing unsolicited Privileges/Credentials upon the Providers who work 
here. Example: Providers (M.D., Ph.D., Physician Assistants, Nurse Practitioners) 
apply for a position at this Medical Center and there is an agreement between the 
Chief of Staff and the Providers that they will work as an outpatient provider in the 
Ambulatory Care Outpatient Clinic, Monday through Friday, administrative hours. 

The Provider accepts the position and moves here. Once on board, the newly hired 
Providers are handed a different set of Privileges/Credentials and told to sign them. 

The Providers will state that the Privileges/Credentials are not what he/she agreed to 
prior to being hired. Regardless, the Providers are forced to sign the new 
Privileges/Credentials, or lose their jobs. This has meant that Providers who have 
come here must work: Outpatient; in addition to Inpatient and Urgent Care — which 
also means they are working off-shifts. 

These Providers become anxious and concerned since many of them have not worked 
Urgent care since their Residency. At this facility, there are extremely ill patients 
presenting at Urgent Care - and we do not have an Emergency Room nor an tCU. 
Therefore, often times, the patients who present to Urgent Care are more like 
Emergency Room candidates. And, again, the Providers I speak of have specialty in 
outpatient clinic patient care; therefore, it is often time the Urgent Care RN’s who are 
re-orienting the Dr.’s to the Urgent Care needs of the Veteran patients. 
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Another example of forcing privileges/credentials on Providers is: A memo is 
prepared by administration which rMds: ‘1 am requesting the following additions to 
my clinical privileges — ‘Ventilator Management,” etc. The canned memo is handed 
to the provider for their signature. Typically, the Provider will respond: “There must 
be some mistake, f did not request these privileges.” They whil be told — “You must 
sign the paperwork!” Keep in mind that many of the outpatient providers will not 
have worked with ventilators since perhaps residency years and yet are expected to be 
competent after signature on a memo and viewing a 20 minute video. 

3. A second serious concern is the fact that many of the Veterans served at this facility 
are prescribed large quantities of narcotics . 

There are providers and Registered Pharmacists who refuse to prescribe or to fill large 
quantities of narcotic prescriptions as ordered by the Chief of Staff, Dr. David 
Houlihan. It is a known fact that if the providers or pharmacists refuse to follow Dr. 
Houlihan’s orders, they will be yelled at and perhaps fired. Quite recentfy a 
Pharmacist refused to fill an order for 1,000+ narcotic tablets for a 30 day supply for 
one of Dr. Houlihan’s patients — the Pharmacist viewed the order as “unethical.” 

This Pharmacist received a verbal thrashing from the Chief of Staff. (Many providers 
have left because of the harassment). This type of pressure makes it difficult for the 
providers to “do the right thing” for the patients. 

If some of the patients do not receive the narcotics they request, they vvil! go to the 
Patient Advocate and file a complaint against the Provider. (NOTE: The 2 Agency 
Patient Advocate positions report directly to the Chief of Staff, which appears to be an 
conflict of interest and unethical.) When a patient visits the Patient Advocate with a 
complaint against a Provider, this is tallied against the provider and viewed as a 
“negative event,” Recently, a Provider was terminated/fired because she received “too 
many complaints.” Some of these complaints were due to the fact she would not 
reorder narcotics for some of the patients who appeared to be at risk for further 
addiotion/abuse, Additionally, this same Provider challenged the fact that she was 
forced to signed Privileges/Credentials she did not agree to prior to being hired. 

The Chief of Staff has instructed the providers they are not to do “urine/drug 
screens” prior to ordering narcotics for patients, because the screening can be 
“inaccurate,” For example, if a Veteran patient had been prescribed narcotics and 
came in early, prior to renewal date, to get more of the prescription narcotic, there 
could be reason to question what may be happening with the drugs; and. in some cases 
Providers may have ordered a urine/drug screen. A urine screen could show if the 
patient is or is not ingesting the medication. A clean, or trace, urine could very well 
indicate the Veteran patient is not hinvTierself actually consuming the narcotics. There 
are several Veteran patients with narcotic contracts here — regardless, very often these 
veterans are able to continue to receive narcotics most times they request. To the best 
of my knowledge, most Providers -per instruction - no longer order urine/drug 
.screens as an assessment tool prior to ordering/re-ordering narcotic medications. 

Many of the patients call Dr. Houlihan “The Candy Man” because of the easy access to 
narcotic drugs/medications at this facility. 
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There have been several unexplained deaths at this Medical Center. In 2008, there 
were three (3) sixicides of veterans while sitting in parked vehicles on the Medical 
Center grounds. These patients were counseled by Psychiatrist/Chief of Staff Dr. 
David Houlihan. 


Please know we have many concerns for our Veterans and for the Employees. I have 
taken the liberty to attempt to explain two (2) of the most significant concerns at this 
time. If you are able to assist the Veterans, AFGE and many others will be eternally 
gratefirl. If, on the other, there is a different venue I should be taking; e.g.,contacting 
the Office of Inspector General - please so inform and I will do what it takes to ensure 
a safer care environment for our U.S. of A. Warriors. 

Respectfully Submitted, 


Cin 'ECUngHuysen 

‘Exfcutwe 'V.<P./ CHi^f^Negotuitor / StewanC 
tOCM mijavL-cio 
V. A. Medical Center 
500 E. Veterans Street 
Tomah,WI 54660 
W- (608) 372-3878 
C- (507)459-9669 
Fax (608)372-1689 
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QUESTIONS For LEADERSHIP 


1 . Why is the Chief of Staff allowed to create a hostile working environment? 

a. There have been complaints from health care staff — they are afraid that 
Dr. Houlihan will get them fired. ...as he has disciplined/or made life 
difficult for many providers (Dr.’s, Nurse Practitioners, Physicians 
Assistants) as well as Nursing staff. 

b. Why is it that so many providers (psychiatrists, psychologists) don’t stay 
here for long? (It is because they won't put up with Dr. Houlihan’s 
yelling and threatening behaviors.) 

c. It is reported that Dr. Houlihan doesn’t physically/personally see and 
evaluate the inpatients on Acute Mental Health unit from their date of 
admission up through their day of discharge. ??Does Dr. Houlihan merely 
write patients’ prescriptions without physically assessing the patients? 

d. Some employees have reported that several inpatients have asked Dr. 
Houlihan when he will evaluate them and the Dr. will tell the veteran that 
he will be back later or at a specific hour of the day or night. Most often 
the Dr. does not show up! There have been veteran inpatients who have 
not gone to the dining room to eat a meal, as they sit by the elevator 
because they don’t want to miss Dr. Houlihan’s entrance onto the unit. 
Nursing staff have brought the patients their dinner trays as the patients 
wait by the elevator! 

e. There have been reports that Dr. Houlihan, after being off work for 
days/weeks, will re-write patients’ prescriptions/orders without physically 
being present and re-evaluating the patients. (This most frequently occurs 
when Dr. Houlihan has been gone and there has been a visiting 
psychiatrist working in his place. Dr. Houlihan will re-write these orders 
from his home.) Dr. Houlihan does not telephone the nursing staff for an 
update on the patients’ conditions. In fact, the nurses only learn of the 
medication changes by happenstance/by luck! 

f Why does Leadership allow Dr. Houlihan to yell and scream - sometimes 
profanities, - at the providers and the nursing staff? 

g. It has been reported that Dr. Houlihan was involved in a witnessed event 
wherein he verbally abused a patient. We understand that the 
VISN/Regional Office did an investigation. What was the outcome of that 
investigation? (There were 5 staff who witnessed this — and nothing was 
done about it! Dr. Houlihan yelled at the patient; got in the patient’s face; 
and forcefully several times knocked his leg against the patients knee. 

This was a psych patient, debilitated, and sitting in a wheelchair!) 
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2. Union Officers infonned us that at a Labor/Management meeting on or about May 
2007, Stan Johnson, former Director, informed ail in attendance that Nursing had 
received $8 Million dollars for staffing. It is a question for many V. A. 
employees as to where the money was spent! What was this money requested 
for? What was it spent on? (This Agency is short staffed - by approx. 25-30 
RN’s at time of this writing.) 

3, Per some workers, there was money allocated for Neuro Virus vaccine - but 
instead of putting money towards the vaccine — a flashing sign was purchased 
and placed outside bldg. 400, Admissions Bldg. 


August 7, 2008 


1 . There have been several staff reports that Dr. Houlihan is known as the “candy 
man" by several patients here. There are several staff whom, in their professional 
judgement, believe that Dr. Houlihan ovemiedicates patients. There have been 
several patients who have had to be given Narcan due to adverse side affects from 
too many narcotics and other medications. 

2. Dr. Houlihan, early December 2008, screamed at a Registered Pharmacist, who 
used to be the Coordinator of a Pain Clinic at another health care agency, because 
she recommended to him a different regimen of pain medications. The 
Pharmacist refused to fill the prescription because the patient would have 
overdosed on narcotics. 

January 2009 
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Uot LLt 


New Schedule 11 Order Entry in CPRS for Out-Patients-Phannacv 


• No more blue hard copies 

• All schedule II orders will be entered into CPRS like any other prescription 

THEN.... 

• The physician must print and sign the order from CPRS and have the patient or 
agent bring down to the outpatient pharmacy (mailed from the CBOCs) in order 
for the prescription to be filled 


Directions for Printing 

! . In “ORDER” tab, highlight order 

2. Go to “FILE” 

3 . Enter print 

4. Enter your location 

5. Check “order” and enter printer location 

6. Print 


Finishing and Filing in Pharmacy 

• Schedule 11 orders that print (from 1 070C), should be given to hot seat 
pharmacist 

• Hot seal pharmacist must wait for the signed copy to finish and fill the 
order 

• Keep the copy that is signed for filing 

• Continue to file separate from all other orders 

C \/4A IIO&.OS OmjjL -21 CF& ISOCp.&S’, 
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12/19/00 FRl 15:29 FAX 7065 


MAIN PHARMACY 


!?jooi 


MEDICAL RECWD j DOCTOR'S ORDERS 


WOTE: Physician's signature fnust acccmpany each entry iJiclUding standing orders 
Date and tire for instituting and discontinuing the orders must be recorded 


date a TIME i ORDERS | SI^TWES 


12/'15/2008 00:54 dc liold MORPHINE TAD.SA 30«I 

TAKE THREE TASLfTS BY HOLTTH THREE 
HMES A QAY FOR PAiW 
Quantity: 270 Refills; 0 
<fteqjesting Physician Cancelled* 
Start: 12/15/2008 


‘^Kjs S^PPi-y '■ 


k^l p(-. 

'tjj/cfnrni^' cm^l\Ucki^ 

Lwef C^ISK 


/ 




ei- (Viune- 




LOCI PHftRfWCV TRIAGE CQEUR 0 'AEENElTate ; 
Room/Bed: 


MEDICAL RECCW) 

li/19/20D8| 

j DOCTOR'S ORDERS 


Manual Reprint: 12/19/20D8 14;03 
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Prescriptions under Clarification 

When a pharmacist receives a prescription that hs/she needs to clarify what course of 

action, should he/she pursue? 

Step 1 Fax or call provider with his/her concerns. If the patient is waiting for the 

prescription, the patient will be notified immediately that there is a 
question regarding his/her prescription and it may take time to get this 
issue address Patient should be given the option to wait or have the 
prescription mailed, since he/she may be waiting a long time 

Step 2 If the provider does not agree with the recommendation or chooses not to 

change the prescription, the pharmacist may decide to fill the prescription 
with a comment added to the providers note providing documentation of 
references and rational for concern for the order written. The pharmacist 
is to add the provider on as a co-signature. 

Step 1 and 2 should be done within 48 hours. 

Step 3 Designated personal should follow up on orders faxed to providers. If 

order is not clarified after two faxes the pharmacist should make an 
attempt to contact provider by phone. 

Step 4A If provider does not agree with the recommendation or chooses not to 
change the prescription, the pharmacist must consult with a minimum of 
three pharmacists to decide if a 3 day supply of medication should be 
filled for the patient while waiting for resolution of the prescription. If the 3 
day supply is dispensed the prescription is now void. The provider will 
need to write new order if the remainder of the prescription is to be 
dispensed. If the majority consensus is to decline the 3 day supply the 
pharmacist will hand the prescription and the related correspondence to 
the pharmacy coordinator. 

(in-patient pharmacy - Kari Johnson, Rph, Out-patient pharmacy - Erin 
Narus Pharm.D,, Non-formulary - Rich Schroeder, Pharm.D,) 

Step 4B The appropriate pharmacy coordinator will then review the order and the 
related data. He/she will then decide if the order is to be filled as written 
of if a second attempt to reach the provider and explain the situation is 
needed. The coordinator may choose to dispense a 3 day supply at that 
time. 

Step 5 Provider does not agree with our second recommendation or chooses not 

to change the prescription. If the pharmacy coordinator decides to fill the 
prescription a comment should be added to the providers note providing 
documentation of references and rational for concern for the order written. 
The pharmacy coordinator is to add the provider on as a co-signature 

Step 6 Provider does not agree with the recommendation or chooses not to 

change the prescription. It the pharmacy coordinator decides not to fill 
the prescription, then he/she will hand the prescription and the related 
information to the pharmacy program manager - Tom Jaeger 

Step 7 The pharmacy program manager will review all related information 
and make his/her decision. 
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Johnson, Noelle A. 


From: Waidstein, Janice L 

Sent; Monday, March 30, 2009 11:27 AM 

To: Johnson, Noelle A. 

Subject; FW; 


Here's the response. 

Have a great and happy day , Oh you appreciated one, you... 


From; Jaeger, Thomas A. 

Sent; Monday, March 30, 2009 11:2*1 AM 
To: Waidstein, Janice L. 

Subject: RE: 

H! Jan, 

Thank you for the feedback, I agree that Noelle is an exceptional pharmacist, ft is always nice to get this sort of feedback 
to assure her that her work is appreciated. Thanks 


Thoinas Jaeger, PharmD 
Pharmacy Program Manager 
Tomah VA Medical Center 
0 (608)372-3971 x61266 
F (6081372-1178 
' fhonias . Jagger^va . gov 


From: Waidstein, Janice L 

Sent: Monday, March 30, 2009 10:58 AM 

To: Jaeger, Thomas A. 

Subject: 

Mr, Jaeger 

I am in the Wausau CBOC transition where the office is closing tomorrow as an agency staffed unit to 

being staffed by VA employees early in Aprii. My future plan is to stay on to help the VA transition for a time, ! have 

enjoyed my time as a locum here serving the Veterans in Wausau and surrounding areas. It’s been a pleasure, 

But should something change, I want to make sure that I comment on my past exchanges with Noelle Johnson, 

PharmD, She is an amazingly gifted Pharmacist, in which I am completely in awe. Over these past five months I have 
learned so much from her. 

She has been extremely valuable to me as a provider. She is always at the other end of the phone, willing to listen, and 
willing to help create a plan of care with me. Also, she has been very helpful in becoming an active member of the usual 
triad; the patient, Noelle and me with regards to improving pain management for many and now has helped me attempt 

improving patients with out of control diabetes and blood pressures. • 

As a provider ! try to always do due diligence irt involving the VA Specialty departments for chaii/lab/medication reviews, 
And this has been pretty helpful also. But consistently, it Is Noelle that is always accessible, always willing and able to help 
me make knowledgeable, evidence-based plans of care for some really difficult patients. 

I applaud her. 

Thank you, 

Jan 
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Memorandum 


Date: June 16, 2009 

From: Manager, Great Lakes Human Resources Management Division (GLHRMS) 

Subj- Discharge During Probationary Period 
To Noelle Johnson 


1. On September 14, 2008, you were given an excepted appointment to the full-time 
position of Staff Pharmacist, GS-12. At that time, you were advised that the first year of your 
appointment is set aside as a probationary period in order for a determination to be made 
regarding your suitability for continued employment. During this period, your supervisor 
may recommend your separation at any time if it is believed that you may not develop into a 
satisfactory employee. 

2. Due to your performance issues, it has been determined that your services are no longer 
needed. Therefore, you will be separated from employment effective June 30, 2009. 

3. If you do not understand the reason for this action, you are entitled to a further 
explanation. If you desire such an explanation, you should request a meeting with your 
supervisor as soon as possible for an informal discussion of the matter. 

4. You may appeal this action to the Merit Systems Protection Board if you feel that it was 
based solely upon consideration of lawful partisan political affiliation or your marital status. 
You may also appeal this action to the Merit Systems Protection Board if you feel it was 
based on discrimination because of race, color, religion, sex (including sexual harassment), 
national origin, age (40 and over), reprisal for involvement in a prior discrimination 
complaint, or physical handicap if such discrimination is raised in addition to either lawful 
partisan political affiliation or marital status as bases for this action. Your appeal must be in 
writing and submitted to the Regional Administrator, Merit Systems Protection Board, Great 
Lakes Region, 230 S. Dearborn St., 31st Floor, Chicago, IL 60604. An appeal may be filed at 
any time after the effective date of the action that is being appealed, but not later than 30 
calendar days after the effective date of this action. 

5. You have the right to appeal this action under the Department of Veterans Affairs' 
discrimination complaint procedure if you feel that it is based solely on discrimination 
because of race, color, religion, sex (including sexual harassment), age (40 and over), national 
origin, handicap, or reprisal because of involvement in a prior complaint. To utilize the 
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discrimination complaint procedure, you must first consult with an EEO Counselor at the 
Office of Resolution Management (ORM) at 1-888-737-3361, not later than 45 calendar days 
after the effective dale of this action. 

6. You may exercise your right to appeal to either the Merit Systems Protection Board or 
the Department of Veterans Affairs' discrimination complaints procedure, but you may not 
appeal to both. You will be deemed to have exercised your choice of appeal procedure if and 
when you file a timely appeal as described in paragraph 4 or 5 above. 

7. If you have any questions about this action or your appeal rights, you may contact the 
Human Resources office of this Medical Center. 

8. Please contact Great Lakes Human Resources Management SersHce, extension 61638 to 
schedule an exit interview, At that time you will be told how to aixange for clearance from 
the Medical Center and how to obtain benefits due to you. 



I CERTIFY THAT I HAVE RECEIVED THE ORIGINAL OF THE ABOVE 
MEMORANDUM DATED JUNE 16, 2009: 

4<a -S’hqtO ■ Q ^ 

NOELLE JOHNSON DATE 



I have been offered union representation; 



.Accepted 


(initial) (initial) 

Declined 


Union Representative signature:. 
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REPORT OF CONTACT 

NOTE; This form must be Riled out in i 
or on typewriter as it becomes a permanent 
record in veterans' folders. 

VA OFFICE 

VA Medical Center 

Tomah WI 54660 

* ■ 'ENTIFtCATION NOS. (C.XC.SS.XSS,V,K, etc.) 

i.AST NAME-FiRST NAME-MIDDLE NAME OF STAFF (Tm ar print) 

N. Johnson Pharm.D. 

DATE OF CONTACT 

5-27-09 

ADDRESS OF VETERAN 

TELEPHONE NO. OF VETERAN 

PERSON CONTACTED 

M. Hyde 

TYPE OF CONTACT (Check) 

• PERSONAL • TELEPHONE 

ADDRESS OF PERSON CONTACTED ; 

TELEPHONE NO. OF PERSON CONTACTED 


BRIEF STATEMENT OF INFORMATiON REQUESTED AND GIVEN 


{Background: On approximately 5-15-09 Johnson handed over the leadership of the opioid work group and membership on the various 
pain committees to Hyde, She also stated that she would no longer handle consults on pain patients, "appointing" Hyde as the person to 
handle such consults, and handing over the patients with whom she was dealing.} 


On 5-27-09, Johnson called the library conference room, during the Infection Control Committee meeting, to question Hyde on the 
approval of an oxycodone dose increase for a pain patient. Hyde had already discussed this with the provider, (patient had increased dose 
himself; so we were continuing current dose) There was a plan in place to bring patient to the hospital of observed adjustment of pain 
medication on 6-1-09. Hyde had also talked to the dispensing pharmacist and discussed the plan. This pharmacist agreed to fill the Rx. 


DIVISION OR SECTION 


EXECUTED av (Siginture HBd Title) 


Automated VA Forin 119 
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JUN-16-2B09 16^02 TOMfiHa<Uf¥1C*CHftPLPINJPLB 4608 372 117S P.01/01 


NOTE; Thi<: form mu'l he Hticd ool ip ink 
ur un [ypcHTiltr mj il btreomo ii pcrnmnfnl 
rcciird in 'ricrsins' rnfjeri. 

VA Medical Center 

1 Tomah W1 54660 


LAST NAME-FIRST NAME-MIDPIE NAME OF vF'! F.AaN (Type w print) 

Johnstm, MocHc 

DATE OF CONTACT 

!/5/09-6/)/09 

ADDRESS OF VI'TI'.KAN 

j>;i.W’!iONP. NO..^F VETERAN 

riiR.soN CON lAcri'i) 

: TVi’F: OP contact (Ck«k) 

• PERSONAL • TELEPHONE 

AOOfiESS OF PERSON CON i'ACrFi) j 

TELEPHONE NO. OF PERSON CONTaCFF.D 


BRIEf STM EMENT OF INFORM -VTiON REQUESTED AND GIVEN 


Over ihc pasi few monchs there have been several instances where Noclle has created tense environmenis between pharmacy staff 
members. She has a tendency to puli icam members apart. The latest instance was when she refused lo work the 9--5;30 shift. She 
claimed that Ihc least senior person needs to work that shift. This alienated the other pharmacists by creating a rift of who’s side should 
they support. In the end, another pharmacist decided to end the battle by offering to pick up her shifts. This resolved the situation, but 
left a bitter taste in everyone's mouth about her selfishness 

Another instance is when a prcscriplion came through the pharmacy department and after it was filled, she qucslinncd ihc pharmacist on 
why they did lhai. The response was because it is a refill for the past 5 years. Her demeanor was that evuryone else must be stupid that 
iliey don’t know what she knows. She reversed the prescription and sent it to the PharmD's to seek clarification. 1 his siruatioo created 
controversy between the pharmacists and also providers. 

The phamiacy department needs lo act as a team that is willing to work together. I do not feel that Noe'te has the capability lo function in 
this capacity. She uses her tenacity to enforce her opinon on others. Several pharmacists have tried lo coach her on how lo interact, but 
a!! have given up. In fact Nnslle has turned on them and now insults them behind their backs in front of others. She doe? not fit into the 
culture of this fitciiiiy or pharrnacy department. 


OIVlSiON OR SECTION 

Support Services Pharmacy Depanmeiu 

EXECUrEOOVI.MgiwNfcnndTito),.^ //^ 


T).vni.> A. Jiii»«r.Phirm.O.. HPk ( Pr..*’’'"' 
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IMPORTANT: Fnr oddiiiuml iii/oniwno" see IfontlbookSOIS/l. Part 1. if additional sjjoce is needed for any iieiu on this form, use /xige 6. 

performance7lanandappr.^salof~ 

EMPLOYEe'5 NAME | POSITION Tfn.E, SERIES ANO NUMBER ^ { GRADE 


Johnson, Noelle A. 


Clinical Staff Pharnvacist 


Support Service Line/Pharmacy I Tomah, WI . 54660 

DATE ASSIGNED PRESENT POSITION ( DUE DATE OF WITHIN-GRADE INCREy^E } PERIOD COVERED SV THIS PERFORMANCE PLAN 


FROM 00/04/2008 


TO 11/04/2008 



^ SECTION A- PERFORMANCE PLA: 

Rcflear the performance elements for the position to be rated. An element is defined as a component of a position that is sulTlcieiilly impoi tanl to 
warrslnt written appraisal. Normally each position has four or five elements. Desienatc with an asterisk the elcmcnl{5) considered critical, Specific 
pcrfofninnce standards must be vvrillcn for each element. There nre usually three to five performance standards for each element. When writing 
pciformancc standards, only the ruMy successful !e\'cl of achievement need be defined. 

PERFORMANCE ELEMENTS/STANOARDS 


PERFORMANCE STANDARDS 
CLINICAL PHARMACIST 


CLINICAL FUNCTIONS 


1. Provides recommendations and input relative to cost-effective drug therapy 

2 . Serves as the drug information and pharmacotherapeutics specialist - evaluates patients 
a makes appropriate recommendations on drug therapy, solves therapeutic dilemmas and 
interacts on patient/physician rounds/meetings 

B. PROGRAM MANAGEMENT 

1 . Coordinates adverse drug reaction programs for Pharmacy Service 

2 . ProvJde.’S drug evaluations to medical center & VISN P&T Committee regarding drug 
requests 

3. PcovldOH documentation of interventions with staff and providers for Pharmacy Service 
monitoring programs 


C, COMM’JNIC.ATIOMS 

1. Communicates effectively and courteously in a professional manner with al.I patients and 
VA employees 

2 . Cooperates fully & provides technical assistance to nursing & medical staff 

3. At least one oost-soving or tiir.esaving idea will be implemented during the rating ^ 
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SECTION A - PERFORMANCE PLAN (Conihiu^ 

PERFORMANCE ELEMENTS^STANDARDS 

D, VP.LUE ADDED SERVICE & CUSTOMER SERVICE * : 

1. Coopetracion - After completing own 'duties, employee demonstrates cooperation by 
recognizing the needs of the service and taking the opportunity to assist co-workers with 
their assignments. Communicates openly with co-workers and supervisors to ensure a smooth 
running operation 

2. Productivity - Functions with minimal or no supervision. Utilizes spare time in a 
manner constructive to the medical center. 

3. Personal contacts - Maintains a professional manner that is polite, responsive, and 
considerate when dealing with patients or staff. Accepts constructive criticism in a 
positive manner. Supportive of changes in policies or procedures, and appropriately 
questions methods and procedures when problems arise, while providing constructive 
feedback 

E. CORD COMPETENCIES FOR ALL EMPLOYEES 

1, Utilities and equipment maintenance: - Demonstrates ability to operate and maintain 
equipment 6 utilities specific to their duties 

2. Security; 

a, Demonstrates knowledge of their role in the security of patients, visitors, and staff, 

b. Demonstrates knowledge of their role in the protection of personal and government 
property, including appropriate security of all computer systems. 

3. Age specific: 

a. Demonstrates understanding of the developm.ental stages of life, including adult stage 
(18-64) and geriatric stage (65 or older) 

b. Demonstrates understanding of the modifications of drug therapy and dosing in the 
geriatric patient 

4. Violence in the Workplace: 

a. Identifies factors that contribute to violent behavior 

b. Recognizes behaviors that indicate a potential for violence (anger, increased physical 
activity, verbal clues, body language) 

5, General Safety: 

a. Demonstrates knowledge of their roles & responsibilities in occupational safety 
health, fire protection, and emergency preparedness 

b. Recogrizss safety .hazards and takes action to correct them. 

c. Practices safe work habits. Two exceptions per 100 days. 

6, Infection Co.ntrol: Demonstrates knowledge of their role relating to the prevention and 
controi of infection 

5-Leve.l Performance Standards: Information Security and Confidentiality 

(SEE r.IHAT, PAGE! ^ 

VA FORM 0750 NCV 2003 2 AdobeFormsOesigner 
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CHANGES TO PERFORMANCE PLAN (CItanges may be recorded anytime during the rating period) 


ELEMENT DESCRIPTION/TITLg 

STANOARO (S) 



SECTION 8 • PROGRESS REVIEW 

Al least one progress review is required during the appraisal year. Employee must be in!dnnccl of his/her progress as measured ngoinsi the 
pcrlbiinaijccpinn. Additional progress reviews may be docimtcnied on page 6, 

A performance review was conducted and discussed, and the employee's performance as of this date: 

Q Is considered Fully Successful or better, 

I j Needs improvement to be Fully Successful or better. (See i'A Handbook 5013/1. Pan 1. Paragraph 7. for addhioned required uclion.) 


SIGNATURE OF EMPLOYEE 
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SECTfON C - ACTUAL ACHIEVEMENT 

IndicntG the single, overall level of schievement that best describes the employee's performance for each ELEMENT shown in Section A. Do not 
indicate achievement for each individual staiidnrcL Specific examples orpcrformance must be provided in She space below for each ciemen! where 
a level of achievement other than. Folly Succe^ful has been assigned. Assignment of the Exceptional level means that Fully Successful 
performance standards have been signiflcanlly surpassed. This level is resemd for employees whose performance in the element far 
exceeds normal expectations and rcsiiils in major contributions to the accompiubment ororganiznlionai goals. 

ELEMENTS 

(Uk the siiiiie Mey word descriptioii for each element tu in Seaion A) 

LEVELS OFACHiEVEMENT 

EXCEPTIONAL 

FULLY 

SUCCESSFUL 

LESS THAN 
FULLY 

SUCCESSFUL 

CLINICAL FUNCTIONS * 

□ 

Kl 

□ 

PROGRAM MANAGEMENT 

□ 

E 

□ 

CUSTOMER SERVICE & VALUE-ADDED SERVICE * 

□ 

K 

□ 

COMMUNICATIONS 

□ 


□ 

CORE COMPETENCIES 

□ 

m 

□ 


□ 

□ 

□ 


□ 

□ 

□ 

Describe specific examples of performance for each eleinent where a level of ochicveiiicnf other than Fully Successful has been assigned above. 
Specillc nchicv'cmcnls at the Fully Successful level may be described. 

ELEMENTS/ACWIEVEMENTtS) 
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USE ■^hlS AREA FOR ANY AOOmONAl INFORMATION 

5-Level Performance Standards; Information Security and Confidentiality 

A. Computer System Security 

Effectively safeguards ail assigned coinputer system passwords and codes (access/verify 
codes, electronic signature codes, etc.) Consistently abides by established policies 
prohibiting the download of patient-specific data from the VA coinputer system to portable 
storage media such as diskettes, compact discs, zip discs, etc.; policies prohibiting 
employees from' carrying any portable computer equipment or storage media containing any 
patient-specific data off VA premises; and policies prohibiting the loading of personal, 
non-VHA software to any VHA computing equipment. No instances of deliberate violation of 
established computer security policies are allowed during the rating period. 

B. Confidentiality of Information 

Consistently limits personal access to all sensitive information and records, Including 
patient medical records, other patient-specific information, personnel records, and 
employee health medical records, to those instances in which there is a specific 
jcb-relatad purpose. Cons.istently maintains confidentiality of all sensitive patient and 
employee records and information, and limits disclosure of such information to only those 
ind.ividuals who have a specific job-related need to know the information. Utilizes 
software encryption as required on any laptop or personal computer as directed by VA IT 
Operations and Management. No instances of deliberate unauthorized access or disclosure 
of sensitive information are allowed during the rating period. 


i^ORM 0750. NOV 2003 
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Department of Veterans Affairs i 


PERFORMANCE APPRAISAL PROGRAM 


IMPORTAl^T: For addiHona! information see VA Handbook iOI3/i. Part 1. ffiidditionaj space Is needed for any item on ihtsfom, use page 6. 


PERFORMANCE PLAN AND APPRAISAL OF 


POSITION TITLE. SERIES AND NUMBER GRADE 



SECTION A - PERFORMA 


Reflect the performance elements for the position to be rated. An element is defined as a component of a position that is sufficiently important to 
warrant written appraisal, Normally each position has four or five elements. Designate with an asterisk the e|ernenf(s) considered critical, Specific 
performance standards must be written for each element. There are usually three to five performance standards for each element. When writing 
performance standards, only the fully successful level of achievement need be defined. 

PERFORMANCE ELEMENTS/STANDAJtDS 


PERFORMANCE STANDARDS 
CLINICAL PHARMACIST 

A. CLINICAL FUNCTIONS * 

1. Provides recocrunendations and input relative to cost-effective drug therapy 

2. Serves as the drug information and pharmacotherapeutics specialist - evaluates patients 
& makes appropriate recommendations on drug therapy, solves therapeutic dilemmas and 
interacts on patient/physician. rounds/meetings 

D . PROGRAM MANAGEMENT 

1. Coordinates adverse drug reaction programs for Pharmacy Service 

2. Provides drug evaluations to medical center & VISN P&T Committee regarding drug 
requests 

3. Provides documentation of interventions with staff and providers for Pharmacy Service 
monitoring programs 

C. COMMUNICATIONS 

1. Communicates effectively and courteously in a professional manner with all patients and 
VA employees 

2. Cooperates fully & provides technical assistance to nursing 6 medical staff 

3. At least one cost-saving or timesaving idea will be implemented during the rating q 
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SECTION A - PERFORMANCE PLAN (Continued) 

PERFORMANCE ELEMENTS/STANDARDS 

D. VALUE ADDED SERVICE & CUSTOMER SERVICE * 

1. Cooperation - After completing own duties, employee demonstrates cooperation by 
recognizing the needs of the service and taking the opportunity to assist co-workers with 
their assignments. Communicates openly with co-workers and supervisors to ensure a smooth 
running operation 

2. Productivity - Functions with minimal or no supervision. Utilizes spare time in a 
manner constructive to the medical center. 

3. Personal contacts - Maintains a professional manner that is polite, responsive, and , 
considerate when dealing with patients or staff. Accepts constructive criticism in a 
positive manner. Supportive of changes in policies or procedures, and appropriately 
questions methods and procedures when problems arise, while providing constructive 
feedback 

E. CORE COMPETENCIES FOR ALL EMPLOYEES 

1. Utilities and equipment maintenance: - Demonstrates ability to operate and maintain 
equipment & utilities specific to their duties 

2. Security: 

a. Demonstrates knowledge of their role in the security of patients, visitors, and staff. 

b. Demonstrates knowledge of their role in the protection of personal and government 
property, including appropriate security of all computer systems. 

3. Age specific: 

a. Demonstrates understanding of the developmental stages of life, includ.ing adult stage 
(18-64) and geriatric stage (65 or older) 

b. Demonstrates understanding of the modifications of drug therapy and dosing in the 
geriatric patient 

4. Violence in the Workplace: 

a. Identifies factors that contribute to violent behavior 

b. Recognizes behaviors that indicate a potential for violence (anger, increased physical 
activity, verbal clues, body language) 

5. General Safety: 

a. Demonstrates IcnowLedge of their roles & responsibilities in occupational safety & 
health, fire protection, and emergency preparedness 

b. Recognizes safety hazards and takes action to correct them. 

c. Practices safe work habits. Two exceptions per 100 days. 

6. Infection Control: Demonstrates knowledge of their role relating to the prevention and 
control of infection 

5-Levei Performance Standards: Information Security and Confidentiality 

(SEE FINAL PAGE) „ 
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PERFORMANCE ELEMENTS/STANDAROS 


SECTION A • PERFORMANCE PLAN {Continued) 


CHANGES TO PERFORMANCE PLAN (Changes may he recorded anytime during the rating period) 
ELEMENT DESCRIPTiON/TiTlE 

STANDARD (S) 

ELEMENT OESCRiPTION/TITLE 

STANDARD (S) 

SIGNATURE OF RATER I DATE I SIGNATURE OF EMPLOY^ ToATi" 


SECTION B * PROGRESS REVIEW 

At least one progress review is required during the appraisal year. Employee must be informed of his/her progress as measured against the 
performance plan, Additional progress reviews may be documented on page 6. 

A performance review was conducted and discussed, and the employee's performance as of this date: 

Q Is considered Fully Successful or better. 

□ Needs improvement to be Fully Successful or better. (See VA Handbook, 5013/1. Parti. Paragraph 7 . for additional required aciion.) 
SIGNATURE OF RATER ! DATE [SIGNATURE OF EMR.OYEE ["oATi 
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SECTION C - ACTUAL ACHIEVEMENT 

Indicate the single, overall level of achievement that best describes the employee's performance for each F-LEMENT shown in Section A, Do not 
indicate achievement for each individual standard. Specific examples orperformonce must be provided in the space below for each element where 
a level of achievement other than Fully Successful ha.s been assigned. Assignment of the Exceptional level means that Fully Successful 
performance standards have been significantly surpassed. This level is reserved for employees whose performance in the element far 
exceeds normal expectations and results in major contributions to the accomplishment of organizational goals. 

ELEMENTS 

(Vse the same key word description for each element at in Seetmn A) 

LEVELS OF ACHtEWMENT 

EXCEPTIONAL 

FULLY 

SUCCESSFUL 

LESS THAN 
FULLY 

SUCCESSFUL 

CLINICAL FUNCTIONS * 

□ 

□ 

□ 

PROGRAM MANAGEMENT 

□ 


□ 

CUSTOMER SERVICE & VALUE-ADDED SERVICE * 

□ 

□ 

□ 

COMMUNICATIONS 

□ 

□ 

□ 

CORE COMPETENCIES 

□ 

□ 

□ 


□ 

□ 

□ 


□ 

□ 

□ 

Describe specific examples of performance for each element where a level of achievement other than Fully Successful has been assigned above. 
Specific achievements at the Fully Successfiil level may be described. 

ELEMENTS/ACHIEVEMENT(S} 
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NARRATIVE SUMMARY • OPTIONAt (Providt any oddiironai $iffitficant aceampHihmtnU, at\tell aj oAer Jacton such as details or mining experiences related lo /he oreraU 
performance plan. Capacity lo assume a more responsible position may also be addressed.) 


SECTION D - OVERALL RATING 


Q ANNUAL RATING OFRECORO □ SPECIAL RATING OF RECORD 


PERIOD COVERED BY THIS APPRAISAL 


FROM 11/Q5/2008 TO 09/30/2009 

NOTE: Recommended Performance Rating • Using achievement levels assigned in Section C and the criteria described below, check the 
appropriate rating. 


PERFORMANCE RATING 

n OUTSTANDING - Achievement levels fbr all elements are desisted as Exceptional. 

n EXCELLENT - Achievement levels for ell critical elements ere designated as Exceptional. Achievement levels for noncritical elements are designated as 
at least Fully Successful. Some, but not ail. noncrilical dements may be designated as Exceptional. 

Q FULLY SUCCESSFUL • The achievement level for at least one critical element is designated es Fully Successful. Achievement levels for other critical 
and noneritical elements ere designated as at least Fully Succe.ssful or higher. 

□ MINIMALLY SATISFACTORY - Achievement levels for ail critied demenU are designated as at least Fully Successful, However, the achievement 
levcKs) for one (or more) noneritical elements is (are) designated as Less Than Folly Successful. 

Q UNSATISFACTORY - The achievement levclfs) for one (or more) critical elements) is (are) designated as Less Titan Fully SuccessfLil, 


SECTION E . HIGHER LEVEL REVIEW/APPROVAL 

Required only for Minimally Satisfactory and Unsatisfactory ratings of record; unless organization has chosen to have higher level approval 
required for Outstanding ratings of record. ______ 

Q Concur with recommended rating. 

Q Do not concur with rating. Approve rating of , 

BASIS FOR PERFORMANCE RATING CHANGE 


SiGNATURE AND TITLE OP APPROVAL OFFICIAL 


SIGNATURE OF EMPLOYEE 


A copy of this performance appraisal was given to me. ^ 
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USE THIS AREA FOR ANY ADDITIONAL INFORMATION 

5-Level Performance Standards: Information Security and Confidentiality 

A. Computer System Security 

Effectively safeguards all assigned computer system passwords and codes {access/verify 
codes, electronic signature codes# etc.} Consistently abides by established policies 
prohibiting the download of patient-specific data from the VA computer system to portable 
storage media such as diskettes, compact discs, zip discs, etc.; policies prohibiting 
employees from carrying any portable computer equipment or storage media containing any 
patient-specific data off VA premises; and policies prohibiting the loading of personal, 
non-VHA software to any VH.A computing equipment. No instances of deliberate violation of 
established computer security pol,icie.a are allowed during the rating period. 

B. Confidentiality of Information 

Consistently limits personal access to all sensitive information and records, including 
patient medical records, other patient-specific information, personnel records, and 
employee health medical records, to those instances in which there is a specific 
job-related purpose. Consistently maintains confidentiality of all sensitive patient and 
employee records and information, and limits disclosure of such information to only those 
individuals who have a specific job-related need to know the information. Utilizes 
software encryption as required on any laptop or personal computer as directed by VA IT 
Operations and Management, No instances of deliberate unauthorized access or disclosure 
of sensitive information are allowed during the rating period. 
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To whom it may concern: 

On Wednesday June 17, 2009, Dr. Houlihan called a meeting with Heather Ashmus, Pharm.D. and 
Rebecca Bell, Pharm.D, at 3pm. The intended purpose of this meeting was to discuss opportunities for 
growth in the pharmacy department. However, during this meeting Dr. Houlihan referenced a recently 
terminated employee, Noeile Johnson Pharm.D., numerous times as an example of the way not to 
approach him with any questions regarding his prescribing. He reported that she had thrown papers in 
his face, that she had called him incompetent, and accused her of not fully reading patient charts in full 
prior to calling him with recommendations. He also stated that, "fMoelle is book smart but not clinically 
mature.'" The day following the meeting both Heather and Rebecca were approached by Margaret Hyde 
Pharm.D. and were told that the discussion of Noeile was not the intention that Dr. Houlihan had in 
mind for the meeting but to encourage each person's growth within the department. Indicating that 
Dr. Houlihan was aware that he should not have discussed these incidents with the two employees. 


Heather Ashmus Pharm.D. 






Rebecca Bell Pharm.D. 
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REPORT OF CONTACT 

NOTE: This form must be fllted out in 
or or typewriter as it becomes a permaneu. 
record in veterans' folders. 

VAOTOCE 

VA Medical Center 

Tomah WI 54660 

■ 'ENTIRCATfONNOS.(CJCC,SSJCSS.V.K,efe.) 

LAST NAME-FIRST NAME-MIDDLE NAME OF VETERAN (Type or print) 

Noelle Johnson 

DATE OF CONTACT 

6/18/09 

ADDRESS OF VETERAN 

TELEPHONE NO OF VETERAN 

PERSON CONTAO ED 

TYPE OF CONTACT (Check) 

• PERSONAL • TELEPHONE 

ADDRESS OF PERSON CONTACTED 

TELEPHONE NO. OF PERSON CONTACfEO 


BRIEF STATEMENT OF INFORMATION REQUESTED AND GIVEN 

Noelle called my personal cell phone on 6/1 8/09 at approximately 0945. I did not answer the phone. I checked the voicemail that she 
left. The voice mail stated: 

“Will you be willing to write a retraction to your statement, this will determine the direction my lawyer will proceed” 

1 did not respond to her call. 

1 am not willing to write a retraction to my statement from the report of contact on 6/12/09. 1 stand by my decision that she has 
unsatisfactory performance in regards to inteipersonal effectiveness. This can be seen in irmltiple charts by her refusing to fill 
prescriptions after clarification with the providers. She Is incapable of respecting others decisions, wh ich has created an intimidating and 
hostile work environment. Therefore. I believe the rating of unsatisfactory during her probationary period is the proper decision. 



niVISION OR SECTION 
Support Service 


EXECUTED BY (StgiMftire (nd Ti^ 


A. J»tger. Wurw-D.. RPh. 
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To Whom iL May Concern; 

My name is Laureen R. Chambers, PharmD. As a practicing pharmacist sir 
and an officer in the military. I have had the opportunity to be a colleague of Noelle 
Johnson, PharmD for the past year at the Tomah VA Medical Center. During this 
time, we have worked In a specialty pharmacy clinic caring for anticoaguiation, lipid, 
new patient medication orientation, drug information questions, non-formulary 
medication requests and other duties as assigned. This clinic is in one room with 
three adjacent workstations. With three telephone lines and an open door policy, 
each pharmacist must be willing to step up and handle a multitude of problems 
everyday. Our workload can he extremely Intense and erratic with multiple 
telephones ringing and patients stopping in without appointments and needing 
immediate assistance. We have to work as a team and know what the other people 
are doing in the room to make sure the veterans and providers are helped. 

That being said, ! have only seen Noelle perform her duties with the utmost respect 
and concern for our veterans. She has been willing to answer phone calls, see extra 
patients or cover clinic if one of the other pharmacist are gone, Noelle has been an 
excellent team player. Veterans will suffer with her not being in clinic. 



Noelle has earned the respect and confidence of providers. Many would specifically 
ask for Noelle to help them with their difficult pain and diabetic patients. .She has 
excellent medical skills and extreme patience with these needy and often non- 
compliant patients. I have witness Noelle, win over the confidence of a brittle 
diabetic patient that would not follow his primary care providers recommendation. 
When his provider did not have the time to get this patient to adjust his insulin 
appropriately, Noelle continued to explain and work with the patient to get him to 
follow his providers recommendations. She continued to regularly follow up with 
this veteran, who now trusts her completely. The provider is al.so thankful and 
pleased with the outcome. Noelle has more experience working in a pain clinic and 
with a certified pain specialist than any other pharmacist at the Tomah VA. I would 
always defer pain medication questions to her for her expert advice. She has 
worked with several primary care providers at Tomah and our CBOC to le.ssen their 
pan), and improve their quality of life. Her being pulled from the pain committee and 
with veterans in pain has created a void that has not been filled. 

V Noelle is a team player and was working on reorganizing our lipid clinic and taking 

on the monitoring of our patients on erythropoiten stimulating agents. She is an 
unique pharmacist highly skilled in her profession, motivated to make the extra 
effort to help our proiddepS vetera^ andU^ly a vibrance and fun loving 
individual. ^ /x u 

t.aureeji^rtSmbers, PharmD 

Captain, Minnesota Air National Guard 


Veteran OlF/OEF 
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To whom it may concern: 

I spent the past year working with Noelle Johnson, Pharm.D. at the Tomah VA. She provided a great 
wealth of knowledge to me as a first year pharmacist, especially with diabetes and pain. She was always 
willing to help and guide me to grow as a provider. Noelle has a passion for pharmacy and her patients. 
She always strived to provide her patients with a safe and efficacious regimen and was proud to let 
people know this was her ultimate goal. She has an outgoing personality that helped make and maintain 
great relationships with fellow pharmacists and providers. She will be missed by many at the VA. Her 
absence has left a hole that will be hard to fill on a professional and personal level. 


Heather Ashmus Pharm.D. 
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June 17, 2009 
To Whom It May Concern, 

I have worked for the VA as a pharmacist for over 30 years, retiring 
in June 2006 and am now employed by the Tomah VA on a contract 
basis. 

I have known and worked with Noelle Johnson since she came to the 
Tomah VA in the summer of 2008. 1 have found her to be a very 
knowledgeable pharmacist. Professionally, she works hard, is 
conscientious, and is concerned about proper use of medication and 
regards patient safety of utmost importance. 

In professional relationships and in her interactions with her peers, 
she Is a pleasure to work with. She is a team player and is respected 
and appreciated by the other pharmacists and technicians in the 
outpatient pharmacy. 

Sincerely, 

David A. Dettle RPh 
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June30, 2009 


To whom it may concent: 

1 have known Noelle Johnson since she came to work for the Veterans Administration 
Medical Center at Tomah, Wisconsin. I have worked with her in various capacities in the 
outpatient pharmacy both dispensing prescriptions and counseling patients. 

Over that period of time I have had a good working relationship with Noelle and have 
observed her to be both capable and professional with patients and other healthcare providers. I 
would not hesitate to work with her again. 


Sincerely, 




Virginia Schroeder, RPh 
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TO WHOM IT MAY CONCERN REGARDING NOELLE JOHNSON, CLINICAL RPH, 
JUNE 19,2009 


ALTHOUGH I DID NOT WORK DIRECTLY WITH NOELLE ON A DAILY BASIS, THE ENCOUNTERS I HAD WITH 
HER WERE PLEASANT. SHE WAS ALWAYS FRIENDLY AND SMILING WHEN YOU WOULD MEET HER IN 
THE HALLS. SHE WOULD COME TO OUR POTLUCKS AND PARTICIPATE AND CARRY ON PLEASANT 
CONVERSATIONS WITH US IN INPT. PHARMACY. 

WHEN SHE HAD QUESTIONS ABOUT THE OMNICELLS-SHE WOULD ASK ME FOR HELP AND WAS ALWAYS 
APPRECIATIVE . ON ONE INSTANCE, I WAS HAVING PROBLEMS WITH THE NARCOTIC SCRIPTS FROM 
THE OMNICELLS GETIING ENTERED INTO THE COMPUTER BY THE PHARMACIST AND SHE OVERHEARD 
OUR CONVERSATION AND OFFERED TO HELP FINISH THE ORDERS AND DID SO IN A TIMELY FASHION. 


I BELIEVE SHE IS A VALUABLE MEMBER OF THE PHARMACY TEAM. 
THANK YOU, DAWN SCHEPPA 
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6/19/09 

I did not work directly with Noelle Johnson on a daily basis. When I did encounter 
her while working at the VA she was always very friendly. 

I was aware that Noelle was a volleyball player and I asked her to help coach a 
volleyball team for my daughter, Noelle whole heartedly volunteered to do this 
for me and gave her time freely. 

Toni A. Johnson 
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To Whom It May Concern: 


Re: Noelle Johnson, PharmD. 


Over the past year, I have had the opportunity to interact with Miss Johnson. 
She has been professional, informative, resourceful, and helpful to me. 
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ID: 090395585 PAGE 1 OF 1 

3tE REVERSE SIDE FOR 
'MPORTANT INFORMATION 


State of Wisconsin C MCOOl 
Department of Workforce Develcpmerst 
Division of Unemployment InsSurance 


UI LO # : 05 

SS ?? UI Acct. f?; 996735 


NOELLE A JOHNSON 
610 KOZAREK AVE APT 8 
TOMAH WI 54660-1665 


DETERMINATIOH 

VETERANS AFFAIRS 
VA MEDICAL CENTER 
ATTN: HUMA^ RESOURCES 
500 E. VETERANS ST. 

TOMAH WI 54660 


Issue Week: 

27/09 

Applicable 

Week Ending: 

07/04/09 

Wisconsin Law; 10B.04(5) 


FINDINGS AND DETERMINATION OF THE DEPUTY: 


THE, EMPLOYEE ' S DISCHARGE WAS NOT FOR MISCONDUCT CONNECTED WITH HER. 
EMPLOYMENT. 

SHE WAS DISHCHARGED AS OF 6/30/09 DUE TO CAUSING PROBLEMS WITHIN THE 
PHARMACY BETWEEN CO-WORKERS AND HERSELF AND REFUSING TO FILL. PERSCRIPT IONS . 
BASED ON THE INFORMATION PRESENTED BY THE EMPLOYER, THE EMPLOYER MAY HAVE 
MADE A VALID BUSINESS DECISION. HOWEVER, IT HAS NOT BEEN ESTABLISHED THAT 
HER ACTIONS ROSE TO THE LEVEL TO WARRANT A FINDING OF MISCONDUCT. 

EFFECT 

BENEFITS ARE ALLOWED. 
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Ryan Honi Statement 
Tomah Congressional Field Hearing 


I am the one who blew the whistle on the alarming irregularities concerning unethical 
practices at the Tomah Veterans Affairs Medical Center. I am also a disabled combat veteran 
who received care at the VA for 15 years up until last year. I enlisted as a combat engineer 
after high school, served in Desert Storm, earned an appointment to West Point, then became a 
commissioned infantry officer before being medically discharged with, among other things, 
PTSD. It is important to note that I was only the spark to set off years of employees raising 
concerns about the dangerous prescription and distribution of narcotics as well as the resulting 
retaliation. The results were to the detriment of the health of veterans and in some cases the 
deaths of veterans. The system was slow to respond but quick to silence those who raised 
concerns. I just wish the whistle I blew would resurrect those who have died due to 
mistreatment. There are three areas where the system broke down. 

One, there is a widespread failure of leadership across the VA. That, in the words of the 
Rob Nabors White House report issued last year, leads to a corrosive culture that protects 
corrupt officials from top to bottom and ultimately leads to the harm of veterans. Initially, my 
complaints to the VA Office of Inspector General mainly centered on a hostile work 
environment that tolerated fraud and abuse. I only briefly mentioned that although I wasn't a 
witness to the over prescription of narcotics, there was a widespread concern among my 
coworkers. I simply stated in my complaint that it should be looked into. The failure in 
leadership within the Tomah facility centered mainly around Dr David Houlihan and a facility 
director, Mario Desanctis, who was quite simply a rubber stamp. It is a culture where cronyism 
runs rampant leaving incompetence in charge at all levels that tolerates unethical practices. In 
a nutshell, I was asked and made aware of unethical behaviors centering on falsely recording 
time & attendance of a doctor, the loss of personal files, and tolerance of sending up false 
reports of the Talent Management System. Once I came out publicly blowing the whistle, I had 
current and former employees contact me with information about other unethical activities up 
to and including patient harm and death. There is a lack of accountability in VA leadership. 
There were years of complaints concerning a retaliatory environment and patient harm, yet 
both VA leadership and the VA Office of Inspector General ignored or handed off complaints 
back to the Tomah facility so it could investigate itself. There is a culture in the VA of admitting 
no wrongdoing and covering it up. Pain management and wait times are simply a symptom of a 
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far larger lack of accountability. Tomah is not an island unto itself. Dr Houlihan should have 
been held to account years ago, yet the system protected him and not our nation's veterans. 

Two, the VA Inspector General's office is broken. If it weren't for a FOIA request done 
by Senator Baldwin's office last summer, no one would have known about the issues in Tomah. 
We wouldn't be sitting here today if it had been public. It took an investigative journalist at the 
non-profit Center for Investigative Reporting to do the job that the VA Inspector General was 
incompetent to do. When I received that report through a former colleague whose friend was 
simply wondering what had happened to their complaints, it was shocking. Everything people 
had been talking to me about since I blew the whistle was in that report black and white. 
Excessive prescribing of narcotics. Drug diversion. Patients not using their narcotics. A 
physician in 2009, Dr Chris Kirkpatrick, who raised concerns about Dr Houlihan's prescribing 
practices, was terminated, and went home and committed suicide. Tomah municipal police 
reports of veterans using and selling their medication. Retaliation against those who spoke up 
concerned about their licenses, such as the 5, let me say again, 5 pharmacists who spoke with 
investigators about the dangerous levels and early filling of narcotics and resigned or were 
terminated. Most incredible to me was the statement about the perception of retaliation, 
implying that it didn't really exist, yet numerous people in the report had been forced out of the 
facility for simply raising concerns. Perception? No, reality. It doesn't take a rocket scientist or 
a medical degree to see that something doesn't smell right. Recently, Inspector General Griffin 
said that he wouldn't have done anything different and no one else would have either. Let me 
raise my hand with every elected official and whistleblower that something needed to happen 
far differently. Ms Gromek stated that it couldn't be released because of personally identifiable 
information. The report received through the FOIA request was redacted. I'll give you two 
personal examples of retaliation even after resigning from the VA, After requesting a patient 
access report of my medical records, I discovered that a half dozen Tomah employees had 
accessed my electronic medical records after I left the facility over a supposed mix up in 
Secretary McDonald's office concerning a complaint about my prescriptions. Although I had 
never received care or prescriptions from the Tomah VA, there were half dozen Tomah non 
pharmacy employees in my records. 1 had originally informed my supervisor, Lisa Noe, that I 
had a PTSD diagnosis since I was in vocational rehabilitation and my counselor in Indiana 
needed to know information about my employment at the Tomah VA, I asked that this remain 
in confidence. However, as soon as I blew the whistle, I started hearing about my instability 
from other employees. Ultimately, the most troubling occurred since everything came out in 
the media in January. Dr Houlihan's attorney sent a letter to me threatening a lawsuit for 
defamation. In an interview with the Milwaukee Journal Sentinel, his attorney alluded to my 
mental health status. Shortly after while VA investigators were in the Tomah VA, Police Chief 
Huffman directed that a police report be done on me by my former supervisor, Lisa Noe, and 
two coworkers, Leesha Dukes and Rachel Fleming, four months after I resigned over a supposed 
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"threatening incident" that took place while I was an employee before I resigned. You can see 
the police report that someone leaked to me in my submitted documents. In one part of the 
police report, I'm accused of acting "crazy." Clearly, my mental health diagnoses are being 
used by those I reported in order to discredit me. 

Three, of greatest concern are the harmed and dead veterans. The VA has become one 
of the biggest drug dealers in the nation. It is disheartening to see numerous Dr Houlihan and 
Deb Frasher patients singing his praises. If you were an addict receiving free narcotics, with 
some even selling them on the streets, would you be happy that the supply has been cut off? I 
encourage you to look beyond the fanatical support of those two clinicians and understand why 
their patients want them prescribing again. Pain medication is necessary. The tragedy is you 
have two clinicians wildly prescribing and no one within the VA willing to care enough to hold 
them accountable which is only going to cause the responsible clinicians out there to be more 
restrictive with those patients that really need that pain medication. I have PTSD. If I were ever 
prescribed a narcotic to manage it, I'd ask a lot of questions. However, if I had just gotten out 
of the service and was more vulnerable, I'd trust a physician more. If through that trust I 
became an addict who knows what would have happened. 

In conclusion, there are several things that need to happen. First the good. I believe as 
do most of the others who are or have raised concerns, that Secretary McDonald is the right 
guy to tackle the VA's accountability problem. If it weren't for Bob McDonald, none of what has 
been going on in Tomah for these many years would have been exposed. It was well known 
within the facility that Bob had published his cell phone number. When I called it, he answered. 
We didn't talk in any detail about the problems in Tomah, but he listened to what we did talk 
about. I'm not the only one. Others have had a similar experience. When you have rotten 
leaders from the bottom to the top, communication becomes the greatest obstacle to changing 
a culture. By opening up the lines of communication. Bob McDonald has a clearer picture of 
the problems in the VA than any previous secretary. And that puts the fear of God into the 
corrupt leaders that would love to see him go and return things to the status quo. The last 
thing the VA needs is yet another new VA secretary. The greater problem in the VA is an 
incompetent Inspector General. Until the Secretary is brought up to speed on serious 
problems, how can he fix what he doens't know? As both Senator Baldwin and Senator 
Johnson have done, ask the President to nominate a permanent Inspector General. Finally, 
elected offices need to make sure that when they hear of serious problems in a facility, they 
direct those concerns far higher than the facility level. When, as in Tomah, unethical practices 
go all the way up to the facility director, sending those concerns back to that facility director 
only leaves the fox to guard the hen house. As Congressman Kind stated, when he came to the 
Tomah facility last summer, there wasn't a peep from Mario Desanctis that there were any 
problems whatsoever. Nothing. A VA Inspector general should at minimum provide a summary 



150 


of problems in a facility. In the case of Tomah, when someone from Congress comes calling, 
they should already have a topline of any issues concerning investigations. This Inspector 
General's office didn't even keep senior leadership informed. Carolyn Clancy who will testify 
today, only found out about the report late last year. Get the President to nominate a new 
Inspector General and let Bob McDonald continue to clean up and get rid of those who serve 
themselves instead of veterans, 1 and others are very encouraged by the efforts of our elected 
officials to introduce legislation to hold the VA accountable. 
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Media Documents 

1) Reporting of Wrongdoing 

2) Documents of Initially Reported 
Wrongdoing 

3) Retaliation BEFORE Resigning 

4) Retaliation AFTER Resigning 

5) Secretary Bob McDonald emails 

6) Senator Letters 

7) David Houlihan MD Iowa Ethics 
Complaint and Settlement 

8) Media Fact Checking 
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Reporting of Wrongdoing 


1) Secret VA OIG report, not reported 
to Congress, obtained by FO!A 
request through Senator Baldwin's 
Office 

2) VA OIG Complaint 

3) Office of Special Counsel Complaint 

4) Message sent to 
Baldwin/Kind/Johnson/Burr 
concerning Tomah issues 

5) Rob Nabors White House Report on 
VA Problems 
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sL'bst&nUaicd ihe allegation that at leaai five ootpaiicist pharmacy siafT left the facility 
n recent years. Pharniacists rcpotied various reasons for leaving. Tlje four pharmacisis 
whom wc intcnnerwetl cKpressetS cGnccms regarding the faciJHy’s (and ultimately D? 

Z's) expectaisDns for dispetoing opioids and other eontroHed substMces. One 
fJiarmacist. a new employee, not retained by ihe facility it tte coneh»*€sn of hiVhe? 
iniitaJ employment period. This incUvidual reported that DO Ibpee aaaslona he/*he had 
ttfijsjd to SO pnacrtptions for contrciled substerwet due Ip ccwk^s padeni safety 
nnd/flr drug djversiGn. A second dinicat pharmacisi who. left the Tcaiah VAMC reported 
feeling :ne|^Qpfi«ely blamed by Dr, Z for the sukide of a patitmt. A dispensing 
pharmacist, retaiively new jo Ihe facihiy. reporred iha be believed there were 4Q-30^ 
paiimts who were regulaity patenting to il»e ooipaticnt phanaacy for ewly refills ofl 
opioids, and that phamacisss were told by Dr. Z they had to fill the prescripticca. He 
fc^md this would place his license at risi. A cliiucal pharmacist who had b«en hirea in a 
supervisory capacity repor t ed that when some of the pbuxnacisis e!^ae»od da^mfort 
with dlspensiRg high dtass of opioids to patients. Dr, 2 uraisld.bcCQsne at^iy and vfould 
insist that thh phanwacist dhopsint the other phaimactsis wider h>S supwvisfon. 

We did not substantiate the Qiiegauon that Dr. 2 was mismanaging a paiiail with 
corr^iex regional pain syndrome by eucmpiing to arrange an inappropnatt above the 
kncB ampuiarion- 

In the context of having obtained multiple contradictory fact* ami statensenis (hiring the 
course of this inspccitoTi, often based on second of third band aecounts, we did not . 
substar.Uale allegations o^ abuse of aoihonty . intimidalldh BIlU feUTIBi'iCfi when staff 
ejesiior controlled jubs:3nee prcscnpiion prociices 

While we did not substantiate the aile^tions of abuse of authorsty. intimidation and 

•^tttal iaiion when suiT quesoon wtrouco substance prescri^on praa'tces. ^^ did find y 
that these are widely heid beliefs a nd concerns among most phWTnacy staff and among 
some other staff. 
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(blG Hotline -5^4/2014 


\sked to falsify of time & attendance records as a timekeeper 
mproper maintenance and toss of employee files (lack of records control! 

(tsked to falsify Talent Management System records to cover personel who haven't taken 

training (TMS'I 


Hostile work environment that produces turnover and very low employee morale. Lack of 
patient coverage with a doctor who failed to show for work - patients not given proper care In 

building 403A, 


Wrongdoers: 
Rachel Fleming 
leesha Dukes 
Lisa Noe 


Victims; 

Tomah VAMC Patients and Staff 

Ryan Honl 


falsify TMS training records to make the facility report look good (Rachel Fleming! 


Septemtjer 16: Improper T&A Records. Asked to input a normal work day for a doctor (Dr 
Ronda Davis) when she failed to report to work. 


Ongoing since I started: Improper maintenance and loss of employee files in the service line 
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There is a hostile work environment as a new employee. Things were managed improperly 
before I started as a secretary and !‘m being set op to take the blame for it. My supervisor, Lisa 
Noe, is good friends with my co-workers {Rachel Fleming, Leesha Dukesl that report to her, I 
have asked Lisa to address these conerns and they have not been addressed. As a new 
employee I do not feel comfortable in this hostile, unethical environment and wish to claim 
protections as a whistleblower, i will refuse to participate in this unethical activity and fee! that 
I have been labeled an outsider and very concerned about keeping employed here. I have tried 
to address my concerns with the union, but am not seeing a resolution. I simply do not know 
who to trust in the chain of command and if I go higher than my supervisor, I am concerned 
about retribution. Please contact me anytime, day/night, to further clarify or ask questions. 


2 
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* S Oi^HC£ Of SPECIAL COUfHSEL 


mm 264-5600; i202>2M-36?0 -■ (SOO) ei2-08SS 
OMB ConSfGt fjt> 3265-0CQ2 


COtWPLAlNT OF POSSIBLE WH5tt!SlTB3 PERSONNEL PRACTICE 

OR 

OTHER PROHieiFreD ACTIVITY 


j IMPORTANT I 

befom filling out this Office of Special Counsel tOSC) form, pleas© mad the foBowino i 
I mforniation afaout Ci ) the required complaint format; (2> the scope of OSC’s Jurisdlctfon; and m \ 
icertam OSC policies. OSC cannot Investigate a complaint if It lacks Jurisdiction over the subject 
imatter. Further, filing a complaint with OSC will not extend any time limits that may exist under 
[any other complaint procedures that may be available. It is Important, therefore, that you 
[consider whether OSC may lack jurisdiction over your complaint. 

Ilf you plan to file a complaint alleging reprisal for whistleblowing, important Information about the 
jeiemenls required by law to establish such a violation is provided in Part 2 of this form (at page 4). 

INFORMATION ABOUT FILING A COMPLAINT WITH OSC 

Required Complaint Form Complaints alleging a prohibited personnel practice, or a prohibited sctivity other than 
a Hatch Act violation, must be submitted on this form CSC will not process complaints Cexr^pt a complainf 
alleging only a Hatch Act violation) that are not submitted on this form. OSC will return the material received, with 
a blank complaint form to complete and return to OSC The complaint will be considered to be Wed on the date 
on which OSC receives the completed form 5 C.F.R. § 1800.1, as amended, 

No QSC Jurisdiction OSC has no junsdiction over complaints filed by employees of - 

• the Central Intelligence Agency, Defense Intelligence Agency. National Security Agency, 
or other iiitelligence agency excluded from coverage by the President; 

• the armed forces of the United States {i e uniformed military employees); 

• the General Accounting Office, 

. the Postal Rate Commission; and 

. the Federal Bureau of Investigation. 

Limited QSC Jurisdiction OSC has jurisdiction over certain types of complaints Hied by employees of some 
agencies, as follows - 

• Federal Aviation Administration employees alleging reprisal for whistteblowing, 

• employees of government corporations listed at 31 U S.C § 9101 alleging reprisal for whistleWowmg; U.S. 

• Postal Service employees alleging nepotism and 

• Transportation Security Administration (TSA) employees alleging reprisal for whistteblowing: TSA tton» 
screener emoiovees may file complaints alleging retaliation for protected whistleblowing under 5 U.S.C. § 
2302{b)(8}, OSC wiH process these complaints under its regular procedures, including filing petitions with 
the Men! Systems Protection Board, if warranted, TSA secuntv screeners may also file complaints alk^ing 
retaliation for protected whistleblowing under 5 U.S.C § 2302(b)(8) pursuant to a Memorandum of 
Understanding (MOU) between OSC and TSA executed on May 28. 2002. The MOU and TSA Directive 
HRM Letter No, 1800-01 provide OSC with authority to investigate whistleblower retaliation complaints 
from screeners and recommend that TSA take corrective and/or disoplinary action when warranted 
Additional information on OSC procedures for reviewing secunty screener whistleblower complaints under 
the MOU is available at http //www osc-cov/tsa-mfo htm . 
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COMPLAINT OF POSSIBLE PROHIBITED PERSONNEL PRACTICE OR OTHER PROHIBITED ACTIVITY 


fOR ALL OISCLOSURES RBrOR^i:' -N '• .-(’‘V-’*' « 


A, WHAT iNFORMATiON WAS DISCLOSED? 

^rtE‘^ O-SCLOSORE) l 

!■ 

! On 9 / 16 / 2014 , Dr. Ronda Davis, a psychiatnst. did i 
not report for her regular day tours in psychiatric | 

‘ inpatient ward 403A. I was instructed to find her 
I personal contact information in order to find out ; 

I where she was at. t attempted to contact Dr. Davis I 
along with two other employees throughout my I 
enttre shift |7;30am to 4:30pm) to no avail. At the j 
I end of the day. \ asked my service line manager ! 
I Lisa Noe. how i should recxird Dr. Davis’ time & 
i attendance since being a timekeeper is one of my 
duties. Lisa Noe said, "I don't feel comfortable with ' 
I It” and said she would check with Dr. Houlihan, i 
i Chief of Staff, about how to code it. About 30 I 

I minutes later, Lisa Noe returned and I followed up ■ 
With her again. She said, "It's OK. just record it as ; 

' a regular day fi.e, that she was present for duty). I 
s did as she instructed. After talking with the two 
' other co-workers about the event, they also agreed 
that Dr. Davis, in fact, was not present for her shift. 

II was asked to falsify time & attendance in order to 

I make it look like Dr. Davis had worked her entire i 
shift. According to Lisa Noe, Dr. Houlihan and Dr. J 


1.VWEN WAS THE DISCLOSURE MADE? |MO/DA/YR) 

09/16/2014 


2. TO WHOM (NAME AND TITLE) WAS THE DISCLOSURE 
MADE? 

Lisa Noe. Mental Health Service Line Manager 


3. DISCLOSURE OF INFORMATION EVIDENCED fchack all that 
apply): 

I / ) VIOLATION OF LAW. RULE OR REGULATION 
{ ) GROSS MISMANAGEMENT 

{ ) GROSS WASTE OF FUNDS 

f > ABUSE Of AUTHORITY 
( ) SUBSTANTIAL AND SPECIFIC DANGER TO 

PUBLICHEALTH OR SAFETY 
{ } NONE OF THE ABOVE 


B. WHAT INFORMATION WAS EH5CLOSED? 

fpESCR/Se NEXT WHfS .rtSS LOWE R .DISCLOSURE;. 

That I was instructed on or about the 2nd week of ■ 
working in the Mental Health Service line by Rachel; 
.Fleming, Program Support Specialist, that it Is OK | 
!to record doctors as having taken manadatory 1 
•educational course In the Talent Management 
System (TMS) In order to "make the reports look 
good." On or about a week later during TMS 
training, I asked Tammy Hillyer, TMS Trainer, 
under what circumstances an authorized TMS 
supervisor such as myself would enter certification 
of an employee rather than the employee | 

themselves. She said it is done very rarely and 
only when the employee has verified that the i 
training occured if the employee didn’t have access 
to TMS due to computer issues. Shortly after the 
training, i contacted Tammy Hillyer via the Lync 
imessaging system that I wanted to clarify whether 
or not what Rachel Fleming told me was correct. 
iShe said in no uncertain terms that it would be | 
highly unethical and against regulation fior a TMS q 


'*• WHAT PERSONNEL ACnONjS) OCCURRED. FAILED TO OCCUR. OR 
WAS THREATENED BECAUSE OF THE DISCLOSURE? (im 8^‘ 

DSYSofsw/ npmtufft fr&n J-Sj 

( 11 ) 


5. WHEN DID PERSONNEL ACTION(S) OR THREATjS) 
OCCUR? (MO/DA/YR) 

09/29/2014 


1. WHEN WAS THE DISCLOSURE MADE? {MOmAFTR) 

on or about 09/24/2014 


2. TO WHOM (NAME AND TITLE) WAS THE DISCLOSURE 
MADE? 

Tammy Hillyer. Education Department 


3. DISCLOSURE OF INFORMATION EVIDENCED 8» 

War apply! , 

i / . VIOLATION OF lAW RULE, OR REGULATION 
( t GROSS MISMANAGEMENT 
t > GROSS WASTE OF FUNDS 
( ) ABUSE Of .AUTHORITY 

( } SUBSTANTIAL AND SPECIFIC DANGER TO 

PUBLICHEALTH OR SAFETY 
{ J NONE OF THE ABOVE 


4. WHAT PERSONNEL ACTIONfS) OCCURRED. FAILED TO OCCUR. OR 
WAS THREATENED BECAUSE OF THE DISCLOSURE? (Usr 
spwioa&'e panonn^i aclion nurnpen pag^s i-5) 

( 11 ) 

5. WHEN DIO PERSONNEL ACTION(S) OR THREATfS) OCCUR? 
i'MO/DAYR) 

09/29/2014 
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-liN' POSSIBLE ^’ROHIB! TED PEfiSONNEl PRACTJCt OR OTHER PROHIBiTEO ACTIVITY 


MUST SECOMfCEmSfORAitOISCtOSimeSf^EPOR'^F.DlAi THiS 


C. WHAT INFORMATION WAS DISCLOSED? 

' ^ - h<''<ArROSC^OSUflQ.^ > 

1 Aas jncltiot about whether or not I was Ihs person:] 
^f-sfjonsibiG tor K^.epinq track of personnel files 
wrh'n iTj, offvf s'nce everyone in the service line 
•'tab ci< ^ ' me f'les My supervisor. Lisa Noe. 

M.,: no: ( f ic‘s if 1 'Acts Of the procedures on records - 
ina-^nt-nm n> cf those records t was repeatedly v 
HSKu’ AIM ,•(' . tjrUiir' files were by Leesha Dukes, 
Armi!! Assistant and Rachel Fleming, 

Pmnr.in) Suoppft Assistant where fries were ; 
S'-Maie.' 1 -epealediy informed them along with my 
crosor 1 K-.a Nor that t had no idea where they ;; 
ACMC- tcatod th.at they wore never in my office, I 
Ms nd rut latc-r on 09/26/2014 after management 
r jund out about my VA OIG complaint, from the 
. Netwoik Director. Dr. Murawsky, when he called me. 
s and said that there needs to be a system in place 
|:w.here files are signed out and a card/sheet inserted 
j where the file was in order lo track the location of 
* the file at at! times. Panic ensued in the Mental 
' Health Service Line when they found out that I had 
i filed an OiG complaint. Rachel Fleming, m the 
' presence of Lisa Nos. instructed me not to give fileS' 

.£1.' 'i '.IH ’’IMSiSWSS-BIfSLQSy.S.B, 

Tfial I was repeatedly informed by co-workers that rt. 
was not a rjood idea to inform upper management ; 
{i,e anyoiie in the Quadrad which consists of the i 
: lOirector. Assistant Director, Chief of Staff, & 
i iAssistant Director of Patient Care Sen/ices) of any ■ 
; wrongdoing because the Chief of Staff, Dr 
Houlihan, would not taka care of holding people 
jaccountable for wrongdoing and that the Director is 
a rubber stamp for the Chief of Staff. I was also 
made aware of investigation that have and are 
occurring concerning Dr. Houlihan and unethical 
practices. I was not a witness to most of these 
unethical practices. But when the Network Director, 
Or Murawsky called me the day the police came 
and seized the records in my office that Dr. 

Houlihan was and is under "several investigations." 
Many employees in the facility are aware of this and 
fee! too intimi.Jaleu to come forward with knowledge 
oi wcng.doTg because the executives never do 
in> tiling jbeut it and ttiey suspect that it's because 
D' ficj'ihan himself is under investigations over 
oifiics co'iLoms 




1. WHEN WAS THE DISCLOSURE MADE? SMOfOAfVR) 

09/26/2014 

2. TO~Wh6m JNAME AND TITLEI WAS THE DISCLOSURE MADE? 

Lisa Noe. Service Line Manager 

3. DISCLOSURE OF INFORMATION EVIDENCF'? e.^t‘r h ..i' f/kV 
apply). 

i / ,f VIOL.ATjON Of- LAW RULC Tk Hl'> '•! 

f : GROSS MISMANAGEMENT 
,! GROSS WASTE OF r-U.NDS 
i t ABUSE OF AUTViORtTY 
' ) SUSSTANTiAI. AND SRECIFiC DANGER TO 

PUBLlCMEALTH OR S.AFETY 
I i NONE OF m£ ABOVE 


4. WHAT PERSONNEL ACTION{S5 OCCURRED, FAILED TO OCCUR. 
OR WAS THREATENED BECAUSE OF THE DISCLOSURE? 

( 11 ) 

5. WHEN DID PERSONNEL AcflONisrOR THRiATlS) OCCUR?' 

iMO/OAA'R) 


09 / 29/2014 


1. WHEN WAS THE DISCLOSURE MADE? |MO(OA/Y«j 


‘ 09 / 24/2014 


i 2 TO WHOM (NAME AND TITLE) WAS THE DISCLOSURE MADE? 


VA OIG Complaint 


l DISCLOSURE OF INFORMATION EVIDENCED aW fhal 

apply). 

i - VIOLATION OF LAW.. RULE. OR REGULATION 
{ / ) GROSS MISMANAGEMENT 
{ ) GROSS WASTE OF FUNDS 

1 / ) ABUSE OF AUTHORITY 
1 ) substantial and SPEC-IFiC DANGER TO 

PUBLCHEAITH OR 5AFF-TV 
I f NONE OF THE ABOVE 


S WHAT PERSONNEL ACriON(S) OCCURRED, FAILED TO OCCUR, OR 
WAS THREATENED BECAUSE OF THE DISCLOSURE? 

{ 11 ) 


5. WHEN DID PERSONNEL ACTION(S) OR rHREATlSl OCCUR? 

09/29.'2014 


KEEP f\ CWYOF THI'S.P,«;E FOR YOUR KECORB}?. 
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r'.OMPLAINT Oh POSSiStE PROHresTED PERSONMEL PRACTICE OR OTHER PROHIBITED ACTTVITV 


MOST BB COmPLETBD fOR ALL mCLOSURES INCLUDED m THIS COMPLAINT 


If you are nol Sho person who actuafly made a drsciosufe descritsed tn boxes A. B, C, D above, ptease 
check below to specify the disclosure involved, and provide the name, address, and telephone number of 
the person who made the disclosure, if known, (If space is needed to identify more than one person, use 
Contmuahon Sheet a! page 12 t 

Disclosure A( - B(<') C ( i" ) D ( ' ) 

Name 


•Address, 


Teluj/K ofe number i ) Ext. 

4 Explain why you believe that the personnel actioms) listed above occurred because of the disclosure(s) that 
you described, (Be as specific as possibfe about any dates, locations, names, and positions at at! persons 
mentioned in your explanation in particular, identify actual and potential witnesses, giving work locations 
and telephone numbers, if known. .Attach a copy of any documents that support your statements Please 
prov i de, if possible, a copy of the notification of the agency's proposal and/or decision about the aersonrmi 
ac tionisi covered by votrr complaint . If more space is needed continue on page 12} 

When I came to work on Monday, 09/29/2014. several actions occurred leading me to believe that 1 ' 
was/am being retaliated against by Tomah VA Management. Though I was the one trying to do the I 
ethical thing by reporting the above complaints, ! was moved out of my service line altogether to the i 
3rd floor of building 408 across from human resources. I repeatedly inquired through email to my 
supervisor. Lisa Noe, and acting supervisor, Or. Skripka, why I could not be placed back in the 
{Marital Health Service Line, that though they had seized my office and computer that there is plenty { 
jof space in the service line for me to work. 1 also was nol given a key to access my offce on the 3rd , 
{floor and had to ask around for someone to let me in. I was told by Dr. Skripka that it was not 
jpossiblB to get a key. I could no longer answer phone calls since they were now routed to Leesha | 
{Dukes' line in the mental health service even though they could have been routed to my Std floor | 
joffice. I was instructed by Dr. Skripka that I could no longer be a timekeeper "because of whaf was | 
Igoingon," Later the Director said he had no knowledge of this duty being taken away from me. I | 
was instructed not to move about the facility unless 1 reported everything to Or. Skripka. Before I ; 
was allowed, as other employees, to freely move aboul the facility without asking. Morning 
iReportmg tor,.abstn,l_sta£wasiaken_away from me and given to Leesha, Duke,s. ! also had to.. B 

5 What action would you like OSC to take in this matte.r (ihal is, what remedy are you asking for)? 


For Department of Veterans Affairs Management to cease all whistleblower retaliation as the VA DIG 
investigation occurs. Whatever other remedies are available tor the emotional stress of dealing with i 
the retaliation. For VA Management to acknowledge that retaliation did/does occur at the Tomah | 
VAMC due to a corrosive culture that prevents employees from raising concerns. For VA 
Management to creaie a more welcoming environment for those that raise issues and those that 
blow the whistle on violations of law. rules, S regulations. 


i 

.i 




KEEP A COPY OF THIS PAGE FOR YOUR RECORDS 
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COMPLAINT OF POSSIBLE PROHIBITED PERSONNEL PRACTICE OR OTHER PROHIBITED ACTIVITY 

Psgtr 3 


• PART 3: CONSENT TO CERTAIN DISCLOSURES OF INFORMATION 



Consenf Sfafemenr 2 


\ consenf to OSC's communication with the agency involved tn my complaint, but I do not agree to allow OSC to disclose 
my Identity as the complainant to that agency I agree to allow OSC to disclose only information from or about me. without 
disclosing my name or other identifying information, if OSC decides that such disclosure is needed to investigate the 
allegalioMs) in my complaint (for example, to request information from the agency, or seek a possible resolution through 
mediation or corrective action) 1 understand that m some circumstances (for example if I am complaining about my failure 
to receive a promotion), OSC could not maintain my anonymity while communicating with the agency involved about a 
specific personnel action. In such cases 1 understand that this request for confidentiality might prevent OSC from taking 
further action on my complaint, I also understand that regardless of the Consent Statement I choose. OSC may disclose 
informa!.i 0 .n horn my complaint file when permitted by the Privacy Act (including circumstances summarized in Part .5, 
below). 


Complainant's Signature for Consent Statement 2 Date Stgned 


Consent Statement 3 

1 do jTiii consent to OSC s communication with the agency involved in my complaint, 1 understand that if OSC decides that rt 
cannot investigate the aiiegatiQn(s) in my complaint without communtcahng with that agency, my lack of consent will 
probably prevent OSC from taking further action on the complaint. 1 urKterstand that regardless of the Consent Statement I 
choose, OSC may disclose mformalion from my complaint file svhen perTTRtted by the Privacy Act (including circumstances 
summarized in Part S. belowf. 


;omplair!an!'s Signature for Consent Statement 3 


Date Signed 








171 


Subject; to Wisconsin Congfessn>en and both CongresstOnai VA Committees 

From; RA.H iry9nahonj@yahoo.comj 
To; 



Date: Saturday. September 27. 20t4 8 39 AM 


1 

Th;s .‘3 '^6 message i sent to Wisconsm Senajons Tammy fiaWwrn, Senator Burr, Representative Ron Kind., ihe Senate 
Comrnittoft on Veterans Aftsifs. and the House Committee or\ Veterans Affairs 


i want 15 maK >2 you awaro ot Compiatnis 1 have Tiled with lire Office of Speciai Counsel (case ff Di-14-S2l5), ihe Veterans 
Affairs Office of inspector General t2014 ;j2384». and clrrectiy with Secretary Sob McDonald via ceff phone and email and 
Deputy Secretary Stoan Gibson vm emaii As a disabled rambat veteran who receives care at the VA as weli as a West Point 
gfaduHSp myseff i iT^ist chanse the harder nght instead ol the easier wmng negaidless P? retfibotion on the par! of Veterans 
Affair* mffnagenrn?nt There are grave concerns at the Tomah Veterans Affa'rs Medical Ce?ff.«r concermng patient heattn and 
s-isterv potc'i.'.iaMy reauffing m pahent suicides have recemtv occurred S«nce i am unatjie to ienve documents or lengthy 
copies to Cb! «ind paste mto your onijne eniait system I must cut tfus shod and only leave you with rny case numbers 
OTncenvng this matter las lisieu above.i. i can provide you with additional documentation and am wiiitng to testify before 
Congtess to this wrongdoing VA OlG and DSC MUST be held accountable to ensure a full, fair and open invRSJigaUon f?yan 
Honi, Secretary (OS'5) 2*9'’579-762t 


‘>;oi^ s 2’’ 
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June 27. 20 J 4 



!!»crj ! vir- m. sn-EUp’sent among many Veterans and siakehoWcrslhai in general VA pn^vides high 
-SiKiiitv I'caiU' V .nt “oiue you gel in die door• ** and that the current system needs to be uxed. not 
*?■> H weakened, dhe vast majority of V.A employees are dedkaied. hardworking, and ci.nnmitle<l 

■ • u'e \ iin.% serve VA doctors, nurses, and staff could choose to work nl other faciiiucs. often 

E r etv.ucr ^.oinpensiUion. Thev clumse to woil at the VA because they believe in this N'iition’s pamiisc 
t- iS \ s-ttra. >> and ttiey work each day to realise that premia and deliver the quality care Veter, ws have 
e in ea iiid c 1 lovvever, I also beheve that it is clear that there are significant and chronic syslemsc 
Ktdi .w fii.U must iHf sddressed by the leadership at VA. 

• The ! 4-day scheduling standard i.s arbitran, ill-defined, and misunderstood. The manner la which 
ihii una'aiislic goal was developed and deployed has caused confusion in rcprjrtme atid. in some 
cases, may have incvniivi/ed inappropriate actions. It is a poor indicator of either patient satisfaction 
or quality of care and sitould be replaced w ith a more insightful measure. 

• The Veterans Health Administration (VflA> needs to be resiructurcti and reformed. It currently acw 
With little transparency or accountubihty with regard to its management of the VA medical structure. 
The VHA t eadetvhip structure is marked by a lack of responsiveness iiad an inability to effectively 
manage or commimicate to employees or VetcTiUts. 

• A corrasive culture has led to personnel problems across the Departmem that are sertojisly impacting 
morale :md. by extension, the timeliness of health care. The pi«blcm.s inhercju within an agepey witlt 
an extensive field stnicture are exaceif>atcd b> poor management and communication structures, 
divtrtist between some VA employees and management, a hi.story of retaliation toward employees 
raising issues, and a lack of accountability acro.ss all grade levels. 

• The Department'.^ fiiilures have generated a Iiign !c\ e! of oversight, T“he Department must Ik more 
agile and responsive in addaxssing legitimate iwcrsigfu inquiries. 

» The technology' underlymg the ba-sic scheduling system used by VA medical facilities is cumbersome 
and outdated. However, with regard to increasing access to care, the software underlying the 
sctteduling system is secondary to the need for additional resources to actually schedule - doctors, 
nurses, and other health profes-sionais; physical space; and appnapriaiely trained administrative 
support personnel. 

• Many of the resource is,sues VA faces arc endemic to the healthcare field (for example, shortages of 
certain types of specialists, an aging patient base, or geographical shortages around the country) or to 
the Federal government i for example, slowness in the hiring process or an inability to compete w ith 
private sector wugesk However, VA has als»'» demonstrated an inability to clearly articulate 
budgetar)’ needs and to tic budgetaty needs to specific outcomes. 

• V needs to better pkui and invest now tbr aniieipaiwt changes m ttie ikmagraphics of the vsterativ. 
ihi-s includes geographical changes, an increased number of female veterans, a surge in mental health 

needs, an increase tn the special needs of yramger veterans returning from Iraq and .Afghani.stai), and 
specific needs as3CH;inted with a growing number of older veterans. 
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.•Vx>t:ssinKM: bsnA Imi’ac riNCi AccEst. IQ riMEL^ Caw: at \'\ Medical Faciuties 


Tlif 14-<la)' .ichcduling standard is arbitrary, tll-defincd, and misunderstaad. The manner 
in which this unrealLsIic goal was developed and deployed has caused confusion in 
reporting and, in some cases, may have incentivhed inappropriate actions. It is a poor 
indicator of either patient satesraetion or quality of care and should be replaced w ith a 
more insightful measure. 

Ikickground; 

In ! y‘)5. the Vetertsns 1 lealth Adminisiralion ( VHA) set a 30-day goal far scheduling primary 
tmd specialty care medical appointments, in 201 1. VH.-\ .shortened that goal to 14 days. VTIA 
includes these pcrfonnance tneasure.s in the [xirtbrniance contracts for Veterans Irilegrated 
Service Network iVlSN) am! V.A Medical Center iVAMC) directors, VA also includes these 
measures in its budget suhniissions and performance reports U> Congress, .Also from f Y20U5 to 
FY2ti!-, the number of apixiintmenis scheduled thrwigh VHA has increased appro.vimately 1*1 
pereenl from 5.3 million to 6.3 million. 

Rccogni/ing the inherent is.sues a,ssociiiteil with the !4-day sehcdiding goal, VA ha,s removed it 
from employee pcrU)mi.mcc conlracLs, 


Ob.scrvaiions: 

• TSie 14-day .suuidard creates an unrealistic comparison between VHA and ilie private 
sector, Directly comparable data is not available for the private sector, primarily because 
e.xperts seem to believe that time-to-appoimment is only one component of overall patient 
satisfaction. I‘urther, anecdotal evidence suggests lltat wait times for appointments are 
often limes equal to. if not longet, in private facilities, 

* The performance goal is complicated to compute and to understand because of vagaries 
around wliich "date" is being entered, l or new- patients, wait limes arc measured from 
the "creaie date" or the date on which an appointment is made. For existing patients, the 
wail times are measured from the "desired date" or the date on which the patient or health 
care prov ider wants the patient to be seen. I3ccau.se llie “desired date” is manually 
emcred by a scheduler, it i.s more susceptible to n'.anipiilation. fhe "create date” is 
computer-generated date. 


• fhe i 4-day slanda-fo wu,s included a.s a measure in employee performance contracts. I his 
may have created an incentive tor employees to try to reduce n number over which they 
personally had very little direct control. In 2010, William Schoenhard, Deputy Under 
Secreiiiry tor Health for Operations and Management, authored a memo detailing a 
number of “gaining strategies” used to atliUciidh make w ait limes U>ok lower, 
Schoenhard noted, "|w jorkarounds may mask the svmptoms of poor access and. although 
ihey may aid m meeting performance mea.sures. they do not serve our Veterans, fhey 
may prevent the real work of improving our protes.ses and design of systems." 
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Siiiulions: 

• The Department plans to establish a panel of health care experts and industry leaders to 
catalogue best practices for measuring timely delivery of health care to Veterans and 
make recommetidations to the new Under Secretary for Health. 


• Certain (Krt'ormaiice measures, like wait lime data, should he used as nianagenjent tools 
to help identify proper deployment of resources but not as a measure of whether high- 
quality health care has been delivered in an appropriate fashion. 

VHA needs to be restructured and reformed. It currently acts with little transpareney nr 
accountability with regard to its management of the VA medical structure, in its most 
modest form, this insularity has impeded innovation and change. In its more extreme 
manifestations, it ha* impeded appropriate management, supervision, and oversi^t. The 
VHA leadership structure often is nnresponsiveness and unable to eftectively manage or 
communicate to employees or Veterans. 

Bnckground; 

VHA is America’s largest integrated health care system with over !,7(KI site,* of care, serving 
X.76 million V'etcrans each year, in addition. V'MA is the Nation's targe.st provider ofgraduate 
medical education and a major contributor to medical research. In 2013, VA obligated 
approximately $150 billion. .Approximately 18 percent of total funding went directly to Vetermts 
in the fonn of monthly payments of bencfti.s or for direct services, such as medical care. The 
existence of such a vast and geographically w idespread field structure makes communication to 
and from the VA Central OfRcc all the more critical. 


Observations: 


• VHA delivers quality care, hut is resistant to reforms and change. Many 
recommendations or directives from VA Central Office or from oversight entities are 
minimized, slowly implemented, or ignored. 

• The VH..\ field structure is not accountable or transparent to Veterans, the .Secretary, or 
die Departmem as a whole. For example, pcrformfuice data from the field is often slow 
to be reported and sometimes openly contested by V.AMCs through the press in direct 
comravcniion of facts and established procedures 

• The VHA leadership team is not prepared to deliver effective day-to“day management or 
cri.sis management. Instead. VHA is marked by an inherent lack of responsiveness and a 
belief many issues raised by the public, the VA Leadership, or oversight entities are 
exaggerated, unimportant, or “will pass.” 
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Solutions: 

• VA needs mcrea«J tomsiMWKy into the way VHA opaaw, VHA needs a better 
structvtre and more accountability in how to manage the field stnastute. 

• V A Central Office needs to be much more hands on with the VHA field structure. 

• The refomts nwled at VHA are not political - they are sttwstual and i^jerational. VHA 
requires significant leadership and management restructuring that: 

- One, allows for incr^sed. consistent flow of information from die VA CtBtral 
Office to the regional and local field structure; and 

' Two, allows for unobstructed flow of information from the Reid slructwe to 
regional and National management and leadership. 

A corrosive cultiire has led to personnel problems across the Departmeat that are 
impacting morale aadi by extensioo, the timeliiiess of health care. The probtems titarmt 
within an agency with an extensive field structure are esacerbated by poor ■msmwwt 
and commuirication structures, a corrosive cnlture of distrust between seme VA 
and ranm^emeat, a history of retafiatton toward employees raising issum, nd a la^ 
accountability. 


Observ^ons: 


The vast majority of VA employees are dedicated, hardwotidng, and committed to the 
Veterans they serve. VA doctors, nurses, and staff could choose to work M other 
facilities, often for greater compensation. They choose to work at the VA because they 
believe in this Nation’s promise to its Veterans, and they worit each day to realize that 
promise and deliver the quality care Veterans have earned and dwerve. 

'■'fhet^s a culture across much of the Department that encourages discontent and 
backlash against employees. Whistleblower complaints suggest poor managemmit ami 
reflect a palpable level of frustration at the local, regional, and National levels. As an 
example, approximately one-fourth of alt whistleblower cases OSC is currently reviewing . 
acros the Federal government come from the Department of Veterans Aflaiis. 


i'here is a tendency to transter problems rather than solve problems. This is in part due to 
the difficulty of hiring and firing in the Federal government. 


There is culture that tends to minimize problems or refuse to »:knowledge probleros all 
together. 
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Solutions, 

• The Depiirtmen! should sirengihen miinagement aud reporiing structures at the V A 
ftfiilra! Onice and ihroughoui the VHA fleW stniciure as referenced above. 

• file Oepanmcii! must take swisi and appropriate accoumahility uctions. T here must be , 
recognition of how true accountability works. 

• T he tone at the top should encourage employees to speak up about problems, hut also to 
think oCand be a part orsolutions. 

The Department's failures have generated a high level of oversight. The Department must 
he more agile and responsive in transparently addressing all legitimate oversight 
requirements. 

Background: 

Inere is an incredible amount of oversight on the Department's activities. The 10. OSC, GAO, 
and several Congressional coniniittees have condueicd investigations and reviews into the 
Depiirtmem's provision of timely care to Veterans Over the la.st 4 !i'2 years. VA has provided 
responses to over 104,000 Congressional inquiries. Over the la.st 2 T? years. VA has responded 
to over 7. .100 requests for pvilicy-related information. .And, in the first 6 months of this fiscal 
year alone, the Department has participated in 33 hearings and 2 1 3 bricfing.s for Congre.Si>. In the 
last live weeks. VA has sent over 100 letters to Memliers of Congress and delivered over 10,000 
pages ordoemnents. Twenty-one V'.A witnesses have provided hours of testimony at 1 1 
hctuings. In addition, VA has conducted daily outreach and information exchange between local 
VA facilities and tiKal Congressional offices. V A has endeavored to be receptive to 
recommendations and responsive to requests for inlbrm.ition - hut could still do more 


Ohservations; 


• There have been a numlver of problems identified and recommendations made by the IG, 
GAO. OSC, Congress, and others. V.A has not followed through on sufiTiciently 
addressing those problems or implementing those recotiimendations. 

• The IG IS curremiy conducting investigations at 77 V.A faciliives. Since at least .2005, 
(j.AO and the IG have been identifying concerns regarding scheduling practices and data 
reliability. 

• .As of June 23. the OSC had over 50 pending cases, all of which allege threats to patient 
health or safety. Of those, OSC has referred 29 cases to the VA for investigation. This 
represents over a quarter of all cases referred by OSC for investigation govcmmenl-wide. 
.Additionally, 5 C.S.C. § 23t)2(c) requires agencies to ensure that employees are informed 
of the rights and remedies available to them under the Whistleblower Protection Act and 
related laws, OSC has u whi,sllebUnver certification program to provide agencies with a 
process for meeting lhi.s requiremem. V.A is not certified. 

■i 
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• V A shimltl more proactively engage with ils various oversight bodies. 

• V.A .-ihttiiid track oversight reports and recommendation-S Thi. 1 icputlntent -lii'nlJ tvlc.sse 
qiiari-crh metrics on recommendations made by oversight hoUies a:ia A ^ recrimsc 

• Tlic Secrclart .should separately meet with the !G, OSC, and the <. oinpirolter tieneral on 
a qtiurterly basts. The General Counsel should separately meet wilit tepresentahtes .ti 
the !0. OSC, and GaO on a monthly basis, 

• 1 he Ocp.iriitient .should review its process for responding to OSC whistleblower cases 

I u'lj^nray j. nid should de,signBtc an official to asscs.s the conclusions and the proposed 
corrc-vtt'.e jcU.'iw in OSC reports. 

• V.A should also complete OSC's whistleblower ccrtificution program. 


The iechnnlo|^ underlying the basic .scheduling system used by V.A niedicai facilities is 
cumbersome and outdated. Lack of certain functionalities cause .scheduling delays and, in 
some cases, reporting inaccunicic.s. However, w ilh regard to incrca.sing access to care, the 
software underlying the .scheduling system i.s secondary to the need for additional re.source 
to actually .schedule - doctors, nurses, and other health professionals; phy.sical space; and 
appropriately trained administrative support personnel. 

Background; 

VA began using the VistA eicotronic health records system in 19S5. VistA is the .single 
integrated health information system u.scd throughout VHA in all ofits health care settings. 

VistA i.s open source and has been used in a number ofcivilian hospitals. 

The VA's VistA .system has not changed in any appreciable way since 1985. This system 
prcdaie.5 the widespread use of the mternei. I-roiii an engineering or work order management 
fterspeclive. VistA has many Haws. But. it is stale of the art in term.s of providing an integrated 
health record that captures all documentaiiDn associated vvith a patient and it emthlcs the 
collaboration ofthc delivery of that care. .A dOl ! survey by the .American Academy of Family 
Phy sicians and a similar 2012 Med.scapc poll found that Vist.A was better than a large majority of 
health IT solutions, including those offered by market leaders McKesson ;-md Epic. 

A pkeis to overhaul the outdated scheduling system and bring an imiovatice .scheduling produci 
into ihe cleetronie health record syestem. VA hopes to aw.nrd a contract fw the tievs patteui- 
'.,.l!evltilrig sy.slem by the end of this fi.seal year and have the sy.stem iti place in liwat 201 



178 


DbiitTNatains: 


• Dated scheduling systems ;uid practices arc causing significant problems for the 
Depannient ul' Veterans AlTairs' ability to deliver timely access to quality hetrhh care. 
But neither the systems nor the schedulers - are the source of extended wail limes I'or 
Veterans seeking care. 

• Many it! the resource issues VA face arc endemic lo the heallli care field (for exampie, 
shortages of cenain types of specialists or geographical shortages around the country i or 
to the I'edcral gov ernment i for example, slowness in the hiring process or an inability to 
Compete wiili priv ate sector wagesi. However, V.A has also detnonsiraied an inability to 
^ early articulate lHidget.ar> needs and to tic budgetary need.s lo s'pccific outconies. 


Solutions; 


• Itnniediate problems with scheduling systems and practices can and are tieing addressed, 
[he Depanmeni will procure new technology and will train frontline sjersonnel on a 
stronger, modeni system. 


• VA needs additional re.siiurccs lo ensure ailcquate and appropriate health care for our 
Niitiun’s Veterans, nw-sc resources include: 
c Primary Care Physicians 
; .Specialty Care Physicians 

.Admini.strators and Support StaiT 
■ SjKicc {parking, examinatirm, and .-urge space i 


• \'A needs to .stan planning and investing now for anticipated changes in the 
demographies of the Veterans This includes geographical changes, an increased nuinber 
of female Vetertins. a surge in mental health needs, an mereasc in the .special needs of 
younger Veterans returning from Iraq and Afghanistan, and specific needs associated 
with older Veterans, 

• In the short term. VllA is working to increase the use of contract cate. However. VILA 
must proceed with this carefully as proper oversight ol' the ciuality attd timeliness of 
contract care is essential. 


6 
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Documents of Initially Reported 
Wrongdoing 


1) Dr Davis AWOL from duties 

2) Talent Management System fraud 

3) Missing personnel Files 

4) Concerns raised over David 
Houlihan narcotics prescribing (see 
secret VA OIG report 
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vseb'iA I iniesheei 


Paiic ] of 1 


OATAS - Welcome 


■••WEBTA" 

Employee Timekeeper 

inboK [1S1] Settings Help Log Out 

TsmeKeape? Mam Menu > 

Seiect Employees > 





Unvalidated 

Validated Certrf^ Sent 

Timesheet 




Emptoyee: DAVIS. RONDA D 


TL UrUt: 676- -301 

Pay Period: 



Tlmesh^Type: R^uisr 

18-2014 SaD07, 2014-Sep20, 20U P r£! Go 


Stat^: Sent 

Timesheet 




Day 

Hours Hours Code 

Day Tour Code 

Env/Haz/Olher Cede 

Vfeek 1 Sun 9/07 

1 RG - Regular (Graded) 

DO- Day Off 

None 

W&ek 1 Mon 9/08 

1 RG - Regular (Graded) 

DT • Day Tour 

None 

lA^eek 1 Tub 9/09 

1 RG - Regular (Graded) 

DT • Day tour 

None 

Week 1 Wad 9/10 

1 RG • Regular (Graded) 

DT - Day Tour 

None 

Vfeeki Thu 9/11 

1 RG - Regular (Graded) 

DT - Day Tour 

None 

Ws«k 1 Fri 9/12 

1 RG - Regular (Graded) 

DT • Day Tour 

None 

Weeki Sat 9/13 

1 RG - Regular (Graded) 

DO - Day Off 

None 

Week 2 Sun 9/14 

1 RG • Regular (Graded) 

DO -Day Off 

None 

Wiv>k 7 Mnn 9/14 

1 RG • Regular (Graded| 

OT -Oa^ Tour 

None 

Week 2 Tue 9/16 ^ 

1 CrG - Regular (Graded^ 

f6T - Day Tour ^ 

None 

V1teek^Wed9'l7 

1 RG ' Regular {graded) 

DT • Day Tour 

Norte 

Week 2 Tnu 9/18 

1 RG - Regular (Graded) 

OT - Day Tour 

None 

Y Week2Fna''19 

1 RG - R^ular (Graded) 

DT -Day Tour 

None 

^ Week 2 Sat 9/20 

1 RG ■ Regular (Graded) 

DO • Day Off 

None 

Week 1 Total 

7 



j Week 2 Total 

7 



Pay Period Total 

14 







Schedule Toula 

Remarks Leave Balances 




Sum T WTh FSaSuM T WTh FS« 

09/0? 09/08 09/09 09/10 09/11 09/12 09/13 09/14 Ofi/18 09/16 09/17 C^18 OS/19 09<?CI 

Day OW Day Touf DayTouf Day Tour Day Tout Day Tour Day Off Day Off Day Tour Day Tour Day Tour Day To«r Day Tour Day Off 
Worit Schedule; P - Fujl ^rme AWS Code; D ■ Noi On AVV5 Permanent Schedule: 


Create Correction Cancel 


https: 'VvaiasAa.gov-Avebta^rimcsheei 


9 / 26/2014 
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From: Davis, Ronda D- 

Sent; Wednesday. September 17. 2014 11;46 AM 

To; Starkey, Cheryl A. 

Cc: VHATOM MH Adrnin; HQulihar\. David J.. finch, leah B 

Subject: R£ signing documents 

CheryS. 

Ai! of the notes on this list are completed and signed. I added notes for* ^^pPf^as i noticed that 

they had been inadvertently missed. As you may be aware. Dr. Skripka is covering the acute uni roaay and tomorrow to 
allow me to focus on completing the rest of the notes. It is my sincere hope that additional help will be forthcoming for 
my unit (planned for the second week of October). As i have mentioned before, the current pace is NOT 
sustainable. Appropriate documentation of each patient interaction is not feasible with the number of patients which I 
am covering, the rapid turnover of patients and the acuity of these patients. By mid October, you will not need to wony 
about monitoring nry notes or my signing of such notes. Either additional provider support will be in place or it will be 
clear to n>e that i need to find a more appropriate practice location because this truly is NOT sustainable. 

Sincerely. 

Ror.da Oavis. M.D.. 
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Honi, Ryan A. 


From: 

Skrspica. David V. 

Sent: 

Thursday, OctooerOZ 2014 6;22 PM 

To; 

itonl. Ryan A.; Martinovich. Jan K., Brown. Kathryn 

Cc: 

Raap. Kimberiy 0.; Noe, Lisa H. 

Subject: 

RE David Aiderman is now in T&L 301 in VATAS 


Ryan is now able to do timekeeping duties, back to normal Thanks everyone for your patience! 


From; Honi, Ryan A. 

Sent; Thursday. October 02, 20H 8:50 AM 

To; Martmovich, jan K.; Brown, Kathryn; Skripka, David V. 

Cc; Raap, Kimberly D. 

Subject; RE: David Alderman is now in T&I 301 in VATAS 

Thanks jan HopetuHy i'll be able to perform my duties at some point again. 


Ffom: Martinovich, Jars K. 

Sent: Thursday., CXtober 02, 20H 8:^5 AM 

To: Honl, Ryan A.; Brown, Kathryn; SKhpka, David V. 

Cc; Raap, Kimberly D. 

Subject: RE: David AkJerman is now in T&l 301 in VATAS 
Ryan, 

Payroll wii! need an updated Timekeeping Authorii-ation Memo to remove you? timekeeping tab and take yoo out of 
VATAS.. 

Thank You, 


jaw K,. MwrtiwovLch 

Payroll Tffchnioan 


Department of Veterans Affairs 
soo E. Veteram St. <eii,Dl 

Ton’.dh, v.'i 



Sewm^ Ununka'.'' 



Fronij Honl, Ryan A. 

Sent: TTiur^ay, October 02, 2014 8:39 
To: Martinovich, Jan K.; Brown, Katiiryn 
Subject: RE: David AkJerman is now in 'red. 301 In VATAS 

Hi Ian, 

Just wanted to let you know I've been instructed by Dr. Skripka to no longer perform timekeeping duties, so Kathy 
going to have to do it all from this point forward until I hear any different 


From: Martinovich, Jan K. 

Sent: Wednexlay, October 01, 2014 8:45 AM 

To; Honl, Ryan A.; Brown, Kathryn 

Object: David Alderman is now in T&,L 301 in VATAS 

FYt- 

Ptease set his schedule and post his timesheet for PP 20. 
Jan 
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Ellinghuysen, Linda 


From: 

Hon!, Ryan A 

Sent: 

Thursday. September 25, 2014 3.29 PM 

To: 

Lane-Belcher, Tracey 

Cc; 

Hensley. Lori: Ellirtghuysen. Linda 

Subject: 

RE, —‘PLEASE READ*— 

Tracey, 



! am more than happy to mi»et with you or anyone e’se with a union rep. 


Ryan Honi 
Secretary 

Menial Health Service line 
Department of Veterans Affairs 
SDO L Veterans St 
Tomah, Wi S4660 
f-rnait lyan honicdiva eov 
Phone: i60S) 372-^971 ext 61631 
FAX(60B)372-J224 

From: Lane-Belcher, Tracey 

Sent: Thursday. September 25, 20H U:24 PM 

To: Hont, Ryan A. 

Cc: Hensley. Lort 

Subject: RE: •***Pl£ASE READ’*** 

Ryan, 

ThanK you for the email. Tammy Hiilyer contacted me anonyinouslv. i did not have any names until your recent email, 

I understand that you are not willmg to discuss the situation without union representation. 

ho wevi^r. sonif“ ot the information you reported to Tammy placed her in a difficult situation in which she must report 
the privacy violation, as weilas me Without your Input of the enact events. It is difncult to understand if this was a 
simply misunderstanding and only requires re-education. \ wanted you to be aware as we discussed so there were no 
surprises I realJv want to understand the use of your TMS account by another employee and help you be successful in 
future endeavors with TMS, as wcii as anyone involved in the situation. 

i undf‘1 stand ihaf your jeddership is aware- Lisa Noe and i will need to inform her regarding the privacy violation but will 
not De able to provide any details (ser your response. 

I am tfuiy sorry you are in this situation anti I hope you understand the ethical obligation that Tammy Hiliyer and me 
have regarding the use of your TMS account by ariother empfoyee. 


From: Honl, Ryan A. 

Sent: Thursday, September 25, 2014 8:04 AM 
To; Lane-Belcher, Tracey 
Cc: Hensley, Lori 
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jjert: ‘’’"PLEASE READ”” 

Ttportance; High 

Tracey, 

Taminv Hillyer requesied that f contact you regarding a TMS issue that she said she irtformed you about f jUst want you 
to know ttiat i request onion representation before speaking with anyone in the faciHly about this matter. 



Ryan Hofs! 

Secretary 

Mental Health Service Line 
Department of Veterans Affairs 
SCO 1 . Veterans St 
TofTtah, Wl S4660 
E mail, fvan .ho nligtva.gQv 
Phone 1608U72^39:n ext 61631 
FAX (6081 372-1224 
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hnps: uv-?ng5,tna}i-yahtK>.toni. neo 


.rand" IfniShis^Pt's.-t’nt 


Subject: [No Subject} 

From: Hobi. Ryan A {Ryan Hani@va.gov) 

To; ryanabonl@yahoo.com. j 

Oate: Wednesday. September 24, 2014 6 40 AM 


Hon!, Ryan A {6:26 AMj; 

Hi Tammy, are you avaiiabie to talk right now. Eirtension? 

Hiliyer, Tammy A. 16;26 AM}; 

HonI, Ryan A. (6:26 AM]: 

Ok ‘banks. 

Honf. RyanA. ;6;3GAM}; 

feei 3 little uneasy about what I’m being asked to do about recording IMS training for staff who haven't done it... 
HHIyer. Tammy A. (6:31 AM): 

Fbi' Copd WiSflt'5 t/Du fxuiviher. t'U enff sf-wM-tii/ 

Henl, Ryan A. 16:32 AM]; 

actuatiy leesha just walked in and i“m not comfortable to discuss over the phone now 
can i talk in confidence in your office? 

HHfyer. Tammy A. [6:32 AM); 

S'vtc; uitJw cam., f Tdcw.ot'k- 

Honl. Ryan A. [6:33 AM]; 

according to racbei fleniing it's ok to document that work has been completed among the doctors when it has not 
so the reports look good and you slop bothering us 

Hillyef, Tammy A. {6:34 AM): 

■JTnit 'S WRON'cJ ayai ;h ari event or -iin audit, rcconts Wiil show. VVHO 

ers;n.’A,r?. 


UH'2 


ll)''27 20j4 iLiS .AM 
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https:^^usHng5.mail.yBhoo.com/n«>>'!aiinch?.ran{t=16uS6h566egno#i ... 

Wlujf the training ytJuVe been askid to record? 

Hsnl, Ryan A. {6:36 AM): 

might be good to run that re|xirl for before I came on. rtow that tMS is my nssponsiblHty to track, the Iwat is m 
and am worried about retribution, very hostile here. iVe been asked to do it anytime doctors don't meet critical 
education training that It's ok, I have rtot dorre that. 

HUtyw. Tammy A. {6:37 AM): 

TKdt's ■Msturhit\g^ 

Honl Ryan A. {6:37 AM): 

{ realize I'm probably screwed and need to look elsewhere for employnwnt but oh well 

Ryan Honl 
Secreuuy' 

Mental Health Service Line 
Department of Veterans Affairs 
500 E. Veterans St 
Toinah, W1 54660 
E-mail: rv ttn.bun].''&va.aov 
Phone: (608) .172-3971 ext 61631 
FAX (608) 372-1224 



Ift'aTrJOM 11:15 AM 
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Retaliation BEFORE resigning 


1) Union emails referencing retaliation 

2) Before/After reporting wrongdoing 
list 

3) Resignation Letter 
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EHm^hu^senJL^^ 


From: 

Hannaa Dar^iel P 

Sent: 

Wednesday. October 08. 20X4 12:01 PM 

To: 

Eitinghuysen. Ltixla; Hensley, tori 

Cc: 

Hont. Ryan A 

Subject: 

ViSN meeting 10/2 


Meeting froni \0/2 @ lt:25 in AFGE conference room requestini by management to question Ryan. 

Present. 

Edward Landreth- VISN MH lead 

Sharia Parker ViSN cornpliarice and privacy officer 

Ryan Hofri-lmployee 

ilaniel Hannan AFGt 

Dr Landreth stated that this meeting was to ONLY to gather information for an external review- Mthough he stated this 
t«? and Ms. Parker were not interrupting or stoppmg Ryan when he octasionajjy offered some evidence. There were 6 
conct?rnf, that they took from Ryan at the meeting; 

3 , Ryan stated he was being retaiiated against for coming forward and telling the truths Ryan offered a couple of 
pieces of evidence, 

2 . Ryan was asked by his supervisor Lisa Noe to code Dr. Davis as working a normal day on 9/i6 when at the time 
she was an unexpected no show. 

J. Ryan was asked to falsity TMS documents. Ryan offered a couple of pieces of evidence. 

4 Ryan slated that some personnel files are missing from the MH service Line. 

5. Dr. Houlihan has a history of unethical conduct at the tomah VA and he is not one to.go to with ethical issues 
h, Tfiyrp is an overall msvirust of Tomah VA leadership and management that is based on 3 long culture of 
favoniisrn and retaliaiion 


Of note.. 

Dr Landreth and Ms Parker initially stated they were going to talk to several people however after talking to Rya - 1 they 
conferfctrtced prlvatety and decided they changed iheii mind and did not want to talk to anyone. It Is ihy opmioh that 
they did not want to know any more REAL facts in an effort to keep the future investigation as narrow as possible in an 
attempt to protect the MH service line, lamah Management, and Tomah leadership. 




Dan Hannan RN, MSN 

Rsychospcial Rehabilitation and Recovery Center 
ext: 66498 ) 

VA Medical Center 


SfK) L. Veterans St,. 
larnah, Wl S4660 
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JEMinghi^^ 



From: 

Sent: 

To; 

Cc; 


Subject; 


Hiimqhuysen L«nda 

Tuesday September 30, 2014 9 39 PM 

Skripka, David V. 

DeSancliS, Mario V„ Lane. Tobin Dechant, David P , Stemhofl Angela R . Hensley, lori 
Murawsky, Jeffrey. McDonald, Bob, Bes-ms. Debi, Houlihan, David i : Noe Ijsa H, 
Hensley. Lon 

Rt vVh'stiebiOwer Protection 


pf Sknpia, 

As a psychiatrist, one should be able to expect that ybu be able to gisre clear directions to an employee, Telimg a fairlv 
new employee that he should use his persona! phone to text you before he leaves the office is an unclear message, thus 
! Decarne involved to ensure a clear message was given and also received. Of course the Union does not object to" an^* 
pioctice whatsoever that would have employees let a supervisor or co-worker know if they if they will be unexpectedly 
away from their normal work area ” 


Vou Slate that Ryan Hortl was away from his 'post' for ar? extended period of time last week Did a supervisor speak fc 
Mr Honf about Ihts^ Thrs H certamiy the first I am hearing of this and I've been working with Mr HonI ever since he 
received Whistleblower Proteetton, Our time can be better spent putting our time and talent Into FixirTg what is broken 
tiere instead of painiing fingers at a rievv employee who is just trying to do the Right Thing. 

New ernpiovev: m;'ed deaf direciioti and excellent orientation to their work. This has not occurred for Mr. Honl In fad, 
I told Mf Hon! tnii week that he is entitled to a ISmir break in the morning and a ISmin. break m the afternoon aloi^: 
with ins TOfm'! hjiM.h bieyi's. he appeared to be surprised he received two iSrmn breaks. 

There neetls be less harsssrnetU m the work place v/ithm Mental Health and more svekommg crieritation. The 
hosiilily and harassmeni must stop. Mental Health Service Line loses providers ail of the time because they are treated 
SD poorly, bui, then, you know this first hand 

LU\/ 

A'Ctiirt-rJ 

AFOt^' i-JCSi ArL-ClO 
VA 
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g) 

ybm: Skripka, David V. 

mrttx Tue^y. September 30, 2014 5:56 PM 

To: EIHnghuy^n, Linda 

Cc; DeSanctls, Mario V.; Lane, Tobin; Dechant, David P.; Steinhoff, Angela R.; Hensley, LbrI; Murawsky, 3^¥ey; 
McDonald, tob; Bevins, Debi; Houlihan, David J.; Noe, Lisa H.; HCTsley, Lori 
Subject: RE; Whistlebiower Protection 

Lin, 

Mr Hon! had reportedly !eft his post last week for several hours straight, without telling his supervisor that he was 
leaving, ! thought it would be very much in Mr. HonI's interest, as well as a good practice for me as the acting supervisor 
that afternoon, for him to give me a heads up if he was going to leave his "post". My concern was wanlirig to make sure 
he would be cover ed against any possible perceptions that he was away again from his workplace without leave or 
notice 1 did clarify with him today that this does not include leaving for routine tasks, going downstairs to the mental 
health office suite, etc. I also clarified that email, or whatever form of communication works best for him, is OK. 

All the employees working in the MH admin suite, including Mr. HonI previous to last week, have generally been 
conscientious about letting others know if they are gone for any significant length of time other than scheduled 
meetings. I would not object to Mr. HonI letting others {such as co-workersj know if he finds this preferable, although 
given his location and his reported conflict I thought it would be most sensible that he let me know directiy. 

Does the union object to any practice whatsoever that would have employees let a supervisor or co-worteis know it 
they will be unexpeaedly away from their normal work areas? 

Respectfulty, 

David Skripka. MD 

Associate Chief of Staff for Mental Health 
Tomah VA Medical Center 
500 E. Veterans St. 

Tomah, WIS4660 
{608)372-1631 (office) 

(608) 567-1630 (celt) 

(608) 372-1224 (fax) 


From: Ellinghuysen, Linda 

Sent: Tuesday, September 30, 2014 12:49 PM 

To: Skripka, David V. 

Cc: DeSancbs, Mario V.; Lane, Tobin; Dechant, David P.; Steinhoff, Angela R.; Henstey, Lori; Murawsky, Jeffrey; 
McDorraki, Bob; Bevins, Debi; Houlihan, David J.; Noe, Lisa H.; Hensley, Lori 
Subject: RE: Whisttebkjwer Protection 

Do you and/or the other supervisors demand this same accountability from the other bargaining unit employees; 
wherein, they are to notify a supervisor before they leave their office - for anything other than restroom! purposes? I 
think not. However, If I am incorrect ~ which employees must check in with supervisors before they leave the Mental 
Health Suite for anything other than their breaks? 

What specifically is your rationale for imposing this restriction solely upon Mr. HonI? Is there fear that HonI may make a 
private phone calP That he may visit the Union Office? What is your fear or concern based on? 

By the vvoy, Mr. HanI is aware that he h to inform a iupemsor if he visits the union office enyUme outside of his two ISmiftute breaks 

and/or his 30 minute lunch break. 

2 
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f. Monl !< ID be uestecl similarly lo the other bargaining unit employees working within the Mental Health Service 



From: Skiipfca, David V. 

Sent: Tuesday, September 30, 20 H 12:39 PM 
To; Elttnghuysen, Linda 

Cc: DeSancUs, Mario V.; Lane, Tobtn; Oechanl, OavkJ P.; Sleinhoff. Angela R-; Hetatey, Lori; Murawraky, Jeffreys 
McDonald, Bob; Devins, Debi; Houlihan, David J.; Pitoe, Lisa H. 

Subject: RE: Whistleblower Protection 

Lin, 

I just returned to my office recently, and just spoke with Ryan by phone. I'll send a more full response this 
afternoon. I’ll ciarify issue 2 below Yesterday, in my role acting as supervisor on behalf of Lisa Noe in her absence, I 
directed Mr. HonI to contact me directly to let me know if he wore to leave his work area. II was not mV intention that 
he do so prior to using the restroom, nor do I have any des«re to "imprison" him. I wanted to maintain some 
knowledge/accountability of his whereabouts, and to avoid a situation where he would be away from the work area for 
an extended period of time without my awareness. 

I clarified this with Ryan just now, and we touche(l base on the other issues- I’ll meet with him further in approximatefy 
ari hour. 

Kespectfuliy. 

David Skripka, MD 

.Assodaie Chief of Staff for Menu! Health 

Tomah VA Medicaf Center 

soot Veterans St 

Tomah, Wi S4660 

i6D8) 372-1631 (office) 

{Um 567-1630 (Mil) 

(606)372ffi224 

3 
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From: Ellinghuysen, Linda 

tent: TueiMlaY, September 30, 2014 11:00 AM 

To: Skripka, David V.; Houlihan, David 3,; Noe, Usa H. 

Cc: OeSanctis, Mario V.; Lane, Tobin; Dechant, David P.; Steinhoff, Angela R.; Hensley, Loh; Murawsky, Jeffrey; 
McDonald, Bob; Bevins, Debi 
Subject: Whistleblower Protection 

AfGE Local 0(X'7 represents Mr. Ryan Honi, GS-S. Secretary in the Mental Health Service Line 

Last Friday, September 26, 20.14, 1 e mailed and left voicemail to several of you in an attempt to find a workplace for Mr 
Honl to report to this week Monday, September 29. 2034 ~ since the Director stated that Mr. HonI should have a 
workspace outside of the Mental Health suite of offices. 

Yesterday morning at approximately 2:30a-m, I phoned and spoke with Human Resource Officer (HRO) Mr. David 
Dechanl it was agreed that Mr Hon! would stay in the Union Office until a vacant office was located. At approxirnately 
I2:30p m. I escorted Mr, Honi to building 40S, 3'’’ floor, and introduced Honl to David Dechant, HRO. Waiting for Honl 
outside a vacant office, which is located across from the HR Suite of Offices on building 408, was Dr. Skripka, 
PsYchiatrisi/Associate Chief of Staff for Mental Health. 1 left Ryan Honl with Dr. Skripka, who was prepared to give work 
assignments to Honl. 

NOTE: The Mental Health Suite.of Offices is in building 407. which is quite a distance from the current office Honl is 
using on 408 

In the meantime. Mr. Dechant, HRO, is looking into getting Honl back into the Mental Health Suite of Offices. As of this 
writing, Honl remains in the vacated office on a building away from the Mental Health offices, 

CONCERNS: 

1 Ryan Honl has been taken away from his assigned work area; (note. Mr. Dechanl and I did have cordial 
discussion re. this issue 

2. Yesterday, Monday, September 29, 2014, Dr. Sknpka told Ryan Honl that if he wants to leave the office on 408, 
3'^'* floor, that he is to use his personal cell phone to lent Dr. Sknpka. Per Honl. no rationale was given to him as 
to why this is required, i am unaware of any other employee receiving same or similar directions -and I've 
worked here 29 years. 

Please give rationale foi this order of "false imprisonment" / “physical confinement." 

{Consider, also, that some employees have limited cell phone plans for testing.) 

3. Ryan Honl does not have a key to the vacant office he is using and called a Mental Health co-wfiorker to protect 
the information contained within the office so Honl could use the restroom. I told Honl that he did not have to 
text a supervisor to use a restroom. If anyone lakes Issue with this, feel free to give me a telephone call, il is 
beiow- 

Additionally, perhaps a key could be signed-out to Mr. Honl for the day so that he can go to the restroom 
and will be able to secure private/confidentia! information behind locked doors, 

4. At this lime, Mr. Honi is in need of work assignments. Please refer to an e-mail he sent to Mental Health 
supervisors earlier this morning. 
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5 If management has any question as to when Ryan HonI spoke with the Union, which ! understand there is, feel 
free to telephone the « below. AFGf. Local CKX)7 represents Mr. HonI; and, we have the answers regarding this 
importanl issue for some of managemervt, 

RespectfijIW Suhniftted, 



5 
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uvma5.mai!.vahi.H;>.ctini'n«o !aunch?.rand-!6u86h?66«i‘nO'*‘tr 

(D 


From: Murawsky, Jeffrey 

Sent: Friday, September 26, 2014 1:35 PM 

To: Ellinghuysen, Linda 

Cc McDonald, Bab; Gibson, Sloan; Bevins, Debt; Brahm, Victoria P; Brandt, Marc A. VISN 12; lacov^, Chris; 
Mansell, Katheryn; Mehta, Praveen ; Olson, Robin (VISN 12); Oshlnski, Renee; Zimmerman, (V13J 12); 
DeSanctts, Mario V.; Lusk, Ike; Enobakhare, Yettatevette E.; Pinckney, Kim; Stewart, James T. (VHACO); White, 
Christina (VHACO) 

Subject: RE: Follow-LIp on OIG Report 


Liu. 


Dr, I atufiftii uil! visit ;ind ail! let )oii know ihc dates neM week to do ihe review. Tiie will 
remain iocketi; however, ti Dr. l.undroth needs lo res icw tljcm he would have to do so under Police 
control so as to mainlain the inlegnls of the diKuments. M\ desire to have Dr, l .andreih in is to provide 
some tf\pcdiencv to a look into this. IT there is not a clear path lorvvard uIUt iliis review we will invite 
an external \’H.\ group i Irom outside the VISN i and \s ill discuss that with you after next week’s laci 
llnding. .Again ! exix.‘ci the Dr i .anJrcth will pro\ iJe an objcciivc assessntent. without regard to any past 
imcractiun witi: your local leadership. 


Uesl. 

JelT 


Jeffrey Murawsky. MD I .AfP 


Net\v«>rk Direeior. VISN 1,2 


1 of 7 


lO'lTfSOU 11:16 AM 
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Prmi 


hitps: us-mgS.majlyahoo.coni nmUuinch?.ranil-l6uS6h566egni>»6 


Froms EIHnghuysen, Unda 

Sent: Friday, September 26, 2014 1:27 PM 

To: Muraw^, Jeffrey 

Cc McOonakj, Bob; Gibson, Sloan; Bevins, Oebi; Brahm, Victoria P; Brandt, Marc A. VISN 12; lacov^, Ch^; 
Mansell, Katheryn; Mehta, Praveen ; Olsem, Robin (VISN 12); Oshlnski, Renee; 23rraneiman, Josei^ (VISN 12); 
DeSarrctis, Mario V.; Lusk, Ike 
Subject: RE; Folbw-Up on OIG Report 

Importance: High 


!)r Murtswskv 


!() C'lanl> citHl citsuri.' conipknc undersUMKlinj;. vvill >»>u {>ica>e rcspi^nd icj thii tbllowuig queries: 


«l ' l>r. I dward l.anUtx'lh will be vjsiiing the lomah VAMC S4>rtM:l»me Uie week of September 29'20!4 
u> conduct un informal f act Pindine regarding ihc concerns expressed by Ryan Honl. emplosce. and b>' 
other employees; 


^2 Hic Files Nvitliin the File t'abinci and the computer found in Ryan Honl's work aa*a will remain 
secured UN l-vidcncc until the OfG Inxcstigaiion; wiifi s<ilcly the DIG first viewing this evkienw. 


I do not kn»»w Ur. l andrcth; Uicrclbrc. I am not questioning his inicgriiy. At the same rime, wtien wc 
know Ur 1 iiiuJreih and Ms. Nik- have a c!o.sc relationship, one must question the integrity ofibe {miccss 
and Alt il- docs question ihe integrity of the prcq>oscJ priKCss. 


Suiting tills lor tlarilicalion. 


kes(X‘ciliilly. 


4of7 


t(L'27i20I4 It.tS AM 
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Lin i'JHnuhuyst'n 
Acliny 1're.sitlcnt 
\! (.1 i.otai mnr \n.-rK» 


\ A Nk-diciH ( t-nffr 
fomah. \\ I 54<»f><l 
Omce: 




Snips; -us-i7ig5 .mail, yahm>.tviJTi'nctj launcii?. rand • 16u86Si5b6irgno“6... 



From: Murawsky, Jeffrey 

Sent: Friday, September 26, 20N 12:59 PM 

To: EHinghuysen, Urtba 

Cc McDonald, Bob; Gibson, Sloan; Bevins, Debl; Brahm, Victoria P; Brandt, Marc A, VISN 12; lacovetti, Chrfc; 
Mansell, Katheryn; Mehto, Praveen ; Murawsky, Jeffrey; Olson, Robin (VISN 12); OsbinskJ, Renee; Zimmerman, 
Joseph (VISN 12); OeSanctis, Mario V.; Lusk, Ike 
Subject: RE; FoHow-Up on OIG Report 


Lin. 


I sirn si’rrv it there was h tiiisoiMnnmnicalioii aboul ihe intent and nuniK’r ol ruviiwvs tti occur. Dr. 

I .iindrclh, our MSN Mental Mciilih Lead. Ls coniiiii: u> look, into any concenus that ha\c been raised into 
the .sivcitk issues nc,vi week wltilc \vc are at the l.alTor f orum. which is something I can do with it sense 
ol more immeJiaic urgency. I expect him to Junction and act appnipriately and v\ith integrity to look Into 
iioythinj: Ji.sciissed and prtn ide a thorough rej^irl. Ihi.s visit Is a fact finding and mM meant to replace 
ain cMcrna! rev lev^^. but to undcr'^tund the concerns raised provide a lv»rvjm to hear them .tnJ address any 
paiieiii care impacts more utgcnih I his visit will not impact any reviews bv the t .tfllcc o} Special 
( ounsci. the Ollkc itf ihc Inspcch.’i Ucncral or other externa! reviews. I e\;x-ci liiai those will tKcur and 


10/27^^014 n:!6 AM 
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i'noi htlpN-, us-mg.5.matl.>'Mhoo,a.>m neo Saursth'* runtl-^ lbuR»ih566egiu)S»> 

\\c wi!! luiK coopcnitc uhtn ilie\ »H:cur; howcscr. I canmrt speak to nor c<m!r<)i ihc iiinine of these 
anicuN hiii .a %ou noted, have taken action to ensure the information referenced ts eontrollcd 
jpiio'prKitv!) while avvaisine a rev tew to occur. It concerns exist alter Dr. Landreih' s visii we can 
j!seu-s whai i>pc oi cMerna! leimi you mi^il believe would provide the best insight to improve 
I'lx raitnaN and litc care pro\ idcd vvhtle the formal external reviews are comptelcd. 



!kxi, 

Jet! 

.lefhv) Mnmvvskv. Ml) \ ACV 
N'etwsni Dia-etor. VISN IJ! 


From: EiNnghuysen, Linda 

Sent’ Friday, Sei^nber 26, 2014 12:44 PM 

Tot Murawsky, ieffref 

Cc: McDonald, Bob; Gibson. Sloan; Bevins, Debi 
Subje^ fotkiwHJp on OIG Report 


Dr Miirawsfcy -~ 


'Hierc is need for svvin communicaiion to each of you due to the following: 


1. Tomah. Wi VAMC Director informed us that next week there will be an VISN Independent 
Investigation done by Or. Edward Landreth from the VISN. We do not feet comfortable with these 
arrangements for the following reasons: 


a. Or. Landreth and Mental Health Service Line Manager are on a first name basis and very fftendly; 

b, A thorough unbiased Investigation is needed to find out if there is or is not Waste. Fraud, and 
Abuse occurring within this facility - we do not want any cover-up. 


2. On behalf of Mr. Honi and ail bargaining unit employees working at this facility, AFGE union requests 
there be an Investigation conducted by OIG. 


6 of 7 


\0mm\A 11:16 AM 
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hapi:'-u5*mg5jnaiJA’ahoo-com'neo. launch? -fand= I 

© 

3. Mr. Hon(and I met this morning with TomahVAMC Medical Center Krector, Mr. DeSanctis and with 
Chief of Police Huffman. The hie cabinet with hlesand the computer used by Mr Honl are nowin 
Evidence- A new hsck has been put on the office door of Mr. HonI's work area. 


Lin Kllinchuysvn 
Aclinii I’rrsidtiiJ 
,\h;k Lmiiurno? \FL-no 
VA Mcdicut Center 
Toniah. VV| 5466« 

OfTicej 6(f8-J72-3«78 



■ I cjd:itTiage003.jpgf^D 
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EUinghuysen, Linda 


From: 

EMinghuysen, Linda 

Sent: 

Thursday, October 09. 2014 fr.29 PM 

To: 

Dechant David P. 

Cc; 

Hensley, Lori 

Subject: 

Temporary Office Move 


Dave, 

t informed Ryan HonI this evening of your call of later this afternoon and your message, which was to be passed on to 
him. 

I inlormpd Ryan of the following- 

1 He is temporarily reassigned to the 406/Midway Office during the Investigation; 

2. * After the Investigation, it will be decided if he will stay in the hired position or if he will be relocated in a like- 
position; 

3. That he will continue to perform work for the ML SL (told him lisa Noe or Dr. Skripka will give him assignments - 

you didn’t say that today, however that was discussed and agreed upon yesterday at our 2 :00p,m- meeting.); 

4. That you will get him a key to the 406 Office ASAP; 

5 Since he starts at 7',30am and he doesn’t have a key as yet, t asked Ryan to come to the Union Office tomorrow 
at 7:303m; and, close to 8:Q0arrt he can go over to 406 Office. I made arrangements with Dan Hannan to open 
up the 406 OffiCf* bpfore/ai 8:OOa.m. 

•In reference to above. In the meeting yesterday with you. Or. Skripka, and Lisa Noe - You staled that you were 
going to "work to find a like-position" for Ryan, which meant to the Labor attendees and to Ryan that he would not be 
going back to the MH Suite of Offices to work. There was nothing slated yesterday that where Ryan Konl works Is 
dependent on the outcome of the Investigation. Ryan brought up this fact to me; I looked at my notes; and, my rrotes 
state that you stated that you were going to "work to find a likc-position." 

NOTfi; f or a "like position/' there is the Unit Coordinator opening on 404, 3'" floor, which is vacant due to retirement of 
vice Mary ?, Ryan Honl would be working with clinical staff and closer with Veterans, which he would enjoy. 

NOTE; The 406 Office is unsafe Once the doof is closed on a person, they cannot exit the office. If there Is a fire, the 
person would have to break the glass window to escape. Jeff Evanson, SLM, presented at the 406 Office today at about 
3;5!)pm and was made aware of this fact. Therefore, it is very important that Ryan be given a key so that he can exit the 
office to use the restroom and to go to breaks 


Thank you. 

- Lin. 

LUvE UUxghnyieav 

A?:.:', 6 L,yc.Ai. r-r'’y Ar; -nr- 

r? OS'S 
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IHerisJe^J^ori 

From: 

Sent: 

To: 

Cc: 

Subject: 

Signed By: 

Importance: 

Tracking: 


Hensley, Lori 

Thursday, October 02. 2014 10:40 AM 
McDonaid. Dob 

Gibson, Sloan; Bevins, Debi; EIKr\ghuysen, Linda; Hannan. Daniel P 

I W: DC Office of Speciaf Counsel Call 

loft,hensley@va-gov 


High 


Recipient 

Delivery 

Reed 

WtDonald Bob 

Delivereo i0.'3/2014 10:40 AM 

Read 10/2/2014 10 50 AM 

G’bscr, Sloan 

Oeifve«KS 10/2/2014 lOAOAM 

Read iO/2,i'20l4 1106AM 

Bevins, Debi 

Oeltvered. 10/2/2014 10:40 AM 

Read: 10/2/2014 10 S5 AM 

tllinghaysen. Unde 

Delivefed 10/2/2014 10:40 AM 


Hannan. Daniel P 

Delivered 10/2/2014 10.40 AM 



Dear Mr, Bnh I'.'lcnonaid. 

Rysn not b-jtng treated as w«H as he should be He is taken out of his work assignments that would aiiow him to see or 
print evidence to prove some of what he is whistleblowing about He is taken out of his timekeeper duties and ! have 
i05t some of rny access to nursing time scheduling program called AcuStaff, There should be someone far outside the 
Facility and VISN Leadership that should be doing the questioning of Ryan and the employees that know information. 
Tod much gets covered up and the truth does not come out. You need to know this truth without it being covered up 
and passed off as miscornmunicaiion or another excuse. 

My heart went out for Mr. Shinseki as he was not made aware of many of the things that transpires because first the VA 
facilities try to cover things from the VISN Leadership then the ViSN may not share everything they should with Central 
Office I beg you to stop this fact finding being addressed beginning today, possibly an hour or less from now by the VISN 
and have someone higher up the chain of command to investigate this like the Office of Special Counsel or a higher level 
OIG outside of the ViSN/Region Please consider this for Ryan, other VA employees whom some are also Veteraris and 
The Veterans we sen^e who have served our Country and deserve exceptional tare, I am the current Chief Steward of 
AFGi unioiL howevei, i am also an RN who hav worked at this facility for 30 years as an RN and some of that time has 
been tn Performfloce inipiovement with close interaction with the Quadrad mentbers. All the men in my extended 
family were Veterans inc luding my husband's side of the family. This is a small facility to correct and show the other VA 
facilities that they had better adhere to your orders There is so much to say and very little time to communicate. There 
are marry of us at the facility who are fearful of retaliation and need Whisllebio^ver protection. Look at the turnover rate 
at our facility of good professional employees and our employee satisfaction scores. Our top leadership needs to he 
t'valuaied ( loselv- Please help all of us including the Veterans 

I hanit you and know/ thaithiii wili also protect yourself. : McDonald, Bob 

Cc: Gibson, Sloan; Olson, lames 3.; Brown, Kathryn; Hannan, Daniel P.; Ellinghuysen, Linda; 
Hensley, Lori; Bevins, Oebi 
Subject: RE: Follow up on voicemail 


Lori Hensley 



205 


li,j 


4^ 


^oA'"^ 


fj,) Ul<3--^V4lJ T/i 

ie^-if'ce^ l:,iei 




^ CD ^iiy^'c-iily .M^P'\}-^^ oif^ 
A se^U '■^ ^ 


lt> hA it -P?,'- t*y ejfjce^^ , ^ ic^.y 


■j^ 


^ **<y ^•&d jAD'c^. 4sA~i^ 


-^W,. i^yii'Ce^ l)4£ 


"~i-^V ■ Kltf'yfDC^- 
/ ; h/o^. 

i.:Al *■ 


^ /7(^ iis^j,^ -A 


fxeAaJ'/'^^ i/,*vijfk:^t.f!2^ ^ y)o Ioak^xS' (iJlouJ-^ 

A> CitAy^uj 


il.l}lM'^^ 4o 

■+Pe, -ptc: I .'}^' 


u//i ■ 


iy^<?’li s 4 til ice. /'^ 
^ Z'*-? '^■"^ I ^ 

cfCa> €xp-p}fiyjttp. S''i 


^ xfA^fT=4iat. X 

y 


t- '•"*•' . 

A-eaJ -k> «X(a«tA a>y9^ 

•='A jgjiyr^ '' ' .i-t\ 

lAif' -hl-^ a:A‘^-' I\fS£xAS\^ 

fkA"" X c.pt>Q> v s^ 

H>f .Ajs^'as** ‘!M£>^j^-S'^ i' 

5 i£^y -'Ce- l-'''!^-' f $1^ 

^ pjZ/t^A' uJ^uJ'S X^ 



206 



/4-p9e^ 

"0 ^ ‘’^^y 

^tJOt <®- >WW4 

plt^^^ds-4 y,'i)^ i(~e. -ffietJi^ 

t,, 144.-^ -h- 9^^ a 

fl^e.x>JLd pX4?^. c^lU 
f’^ip/^-' a/^ /f// X^/Lcti\ 

-f^y 4 yepoz-i- 9b 

lUfl>4- ("A MiJ/>5.>^ 

i’f? .!I V' f 

^.v.,j; ^rt^' '-.^yp -is. 


(Cezl^ ^!>CU*^‘^^ 

^} t<J(?//t- />' r.asJ' 4 
‘/’Ul spies'. 

A~* pz-isj^-^ ^ 't~kji3v^^ 
J p/5t70 , 5*/^ Ji>Uj^ fe 

^ <Z 9 r*^J fPtA'i-je, ■/9<"T, 

A< sej’\j-e£ /z^^,Tl3^ J-s 
* U>4Aj^^c^ -i O'V-^ «-«9) 

4. 4j5 ajjts^ rJ- 

hitW i, 9? 3 .ay-- 

sittjr-e, -f'tS- 



207 




A 


VlV^' 


l^p4~S^ ~c£- >'*> 'i'->’' '~-*^'c') 

ft-A V Ju iAVi^xh-^ .'-i‘-' X 

y „, - , 

Hfl I (^..6 .A ‘n LI ' I +y, 

"' ! / 5 ^ 

Cl i'M/i * ■/■ 'St.ic- tju Liy^~ 

:'Li\P dkov'^" 

' ' .I? 

hii^-^QAA ..y U-y ptAjt. 



208 



DEPARTMENT OF VETERANS AFFAIRS 
VA G real Lakes HeaSh Care System 
500 E. Vdtetans Street 
Tomah, Wl 54660 


October 14, 2014 


TO i-luman Resource Officer (05) 

FROM Ryan Honl. GS-5. Menial Health Secretary 
SUBJ Resignation Effective Tuesday. October 14 2014 


To Whom This Concerns 


I am Resigning from the position of GS-5 Mental Health Secretary effective today 
Tuesday, October 14, 2014 

This Resignation is a resell of management s consistent and blatant Reprisal against 
me for my Whistleblowing protected activities Even though I have received 
WhiStlebfower Protection from the Office of Special Counsel, Washington. D C,. 
management as well as two (2) co-workers have repeatedly harassed me and created 
a hostile work environment 

As a Veteran myself, I very much wanted to work at the Tomah, Wl Veterans 
Administration; however, I can no longer work here as I find Ihe working conditions 
intolerable I have experienced a work area filled with hostility, which grew in intensity 
after I informed internal and external management about practices at this facility which 
consistently result in waste, fraud and abuse 


Respectfully Submitted. 



Ryan Honl 



209 


Retaliation AFTER resigning 


1) Medical Records Access after I 
resigned. No explanation ever 
received about the reasons for each 
person accessing. 

2) David Houlihan Threat to Sue 
raising the issue of my mental 
health 

3) Police Report fabricated 4 months 
AFTER resigning and while VA 
inspectors at Tomah VA 
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DePARTIi6NT OF VETERANS AFFAiSS 
VA Great takes Heallh Csf# System 
500 E Veterao* Stt®« 

Tomah. WJ 540SO 


Novtimter 4, 2014 

Ryan Honl 
414 Wtiliams Street 
Tomah, Wl 54860 


tfi Reply Refer To' OGI-PO 


Dear Mr Hotil 

This lettei (s in response io your request dated October 29. 2014 lo resinct the use or 
(jssdosute oi your indiVKiuaSty-idenEifiabie health irsformaiton to the Totnah VA Medical 
Canier facility. 

A! this time VHA ts unable to gfant your request for a rastncUcn pursuant to 45 CFR 
164 522{a^(1)(‘ii), VHA is not required to agree to your reslnctron tequesl, 

Please understand that the Veterans Health Administration (VHA) is bound by Federal 
Privacy Law and fully protects every veteran’s health iiifarmatron from unautSiorized 
disclosure. In genera!, VHA must have your written authorization to use and disclose 
your health information 

In accordance with the Privacy Act and HIPAA Privacy Rule, VHA may use and dia(±*ise 
your health information without your penmssion So provide treatment fo you. to receive: 
payment for heatth care mm(x& provided to you. for tieafth caie operalran putposes 
and for purposes required by lav/ A copy o! oui VHA Notice o* Pfwacy Practices is 
enclosed, i have also endoaed your Sensitive Patient /Access Ptrpufi iSPAR) dated July 
1 , 2014 iQ Octotwr 29, 2014 per your teriuess A review was eunductea and those that 
have accessed yout record did so for treatment, payment or other health cate operation 
purposes 

!f you should have any further questions in regards lo your request please contact JuSie 
Sheiman. Privacy Offk«rof Totnah VA Medical Center at 00t?-372-337 1 Extension 
66732 or at 500 East Veterans Street Tomati, Wi 64660 (PO-CKH) 


.Sncfreiy 



.’/.•ii* V UFSancSis. FACHE 
Meoicdi Censer Oiteaor 
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Honi Ryan„3rd record of access 
DEVICE: HOME/,/ uinus Telnet/SSn" Right Margin; SO// 


.t'vi' Access Report for feb 29,2012 to NOv Pcsge. 1 


F r n > : r.GV 

25. 2C14#09: 

36 

Social Sec Nu. 


f U ’ * -1 . HCNl 

.RYAN ALLAN 


Date of eirtn ; 


! j t; q 

DATE ACCES5KJ 

OPTION/PPOfiXOL L'SiD 

IN«*AT.LN1 

' n ‘ r Uin ft Rrti 

AUG 11, 

2014$ll:i6 

Patient Prt-scf lutian 

NO 

IfT-. f- . 'A. 13 A Ri^r’ 

AUG 11, 

2014§11:1S:30 

Patient rre:»criatirn 

NO 

j. Divio A RTH 

AUG 11, 

2014S11; 15 ; 20 

Patient Pr»''icnptir 

NO 

Dt’ '■ t .Divin A i^p.j 

AUG 11, 

2G14@li:15:10 

Complete Orcerv fwu 

NO 

i 1 > t 3A\ ID A RP-i 

AUG 11, 

2014@11:15 

complete Order f nrs 

NU 


OCT 29, 

2014003:30:10 

view Regs striti or Di 


i,t f. 'IS* Rl/l*. A 

OCT 29, 

201A®08:30 

Patient inquiry 

NO 


OCT 29, 

2014^03:27 

Patient Inquiry 

NO 

N/i^D A 

GCT 29, 

2014803: 23 

CPRSChart version i. 

NO 

Mf Cvl-Si!,, 

NOV 09, 

2014810:48:10 

CPRSChart version 1. 

NO 

'•t 

NOV 09, 

2014910:48 

CPRSChart version 1. 

NO 

'■f- IS' , 

OCT 30, 

2014818:59:10 

CPRSChart version 1, 

NO 


OCT 30, 

2014818:59 

CPRSChart version 1, 

HO 

we Patient 

Access Report for FEB 29.2012 to NOV 25,2014 

Page: 2 

Run Dace : NOV 

25. 20141309 

36 

social Sec Num: 


Patient Name: honi 

.RYAN ALLAN 


Date of Birth : 


USER 

DATE ACCESSED 

OPTION/PROTOCOl- USED 

INPATIENT 


[ ^AUERlI:, SUSAN M 
WORZA;,lA.TAM!-;.l..A 
WORZALUA/TAMEuA 
w0f5;ZALLA,TAM£LA 
worzalia/tamela 
WORZALLA.TAMELA 
BRAND, DEANNE M 
rtRANO.DEANNE W 
BRAND. DEANNE M 
BRAND, DEANNE M 
BRAND, DGANNE M 
BRAND. DEANNE M 
BRAND. DEANNE M 


L 

L 

L 

■L 


JUL 10, 2014gil0:i0 Order/test status no 
OCT 29. 20i4inG;47 CPRSChart version 1. NO 
OCT 29, 2014^105:45 Patient Profile MAS NO 
OCT 29, 201400S;42 CPRSChart version 1. NO 
OCT 29. 2014^308:41:10 View Registration oa NO 
OCT 29. 2014008:41 Appoint?nent Manageme NO 
OCT 14, 2014010:41 Load/Edit Patient Oa NO 
AUC 19, 2014(408:42 Change Patient NO 
iUL 10, 2014s310:?4 Change Patient NO 
3UL 10. 2014>'310:04::10 CPRSChart version 1. NO 
JULIO, 2014010:04 Appointment Manageme no 
3UL 07, 20X4'316:2S CPRSChart version 1. NO 
lUL 07. 201401.6:22:10 Appointment Manageme NO 


sensitive Patient Acces„s Report for f£b 29,2012 to nov 2S.,2014 ^ ^ 

Run Date" ' :~nov 25. 2014(409:16 Social Sec Mum ^ 

Patient Name: nons.,rvan ailan Date of Birth . 


USER 

DATE 

ACCESSED 

OPTION/PROTQCOL USED 

INPATIENT 

„ _ 


. . . 





BRAND. DEANNE M 

3LfL 

07, 

20X4816:22 

Load/Ed'it Patient Da 

NO 

DEAN, KENNETH A 

AUG 

12. 

2014811:53 

Register a Patient 

NO 

DEAN, KENNETH A 

AUG 

12. 

2014811:52 

view Registration Da 

NO 

DEAN. KENNETH A 

AUG 

12, 

2014811:48 

view Registration Da 

NU 

DEAN.KFNNETH A 

AUG 

12. 

2014#11:47 

view Registration Da 

NO 

SENS, NICOLE E 

3UL 

19, 

20140315:35:10 

Correct Incomplete £ 

NO 

SENN. NICOLE B 

lUL 

10, 

2014^215.' 35 

Page 1 

lond/Edit Patient Da 

NO 


■3 



212 


I BELL ,LISA M 
I BRUFGCKN, SARAH A 
"CLAY, CYNTHIA RN 
CLAY, CYNTHIA M RN 
CLAY, CYNTHIA M RN 
CLAY, CYNTHIA M HN 


Honi Ryan_3rd record of access 


OCT 14, 2014§11:16 
OCT 16. 2014-307:34 
AUG 19. 20X4913:37 
AUG 19, 2014913:17 
AUG 19. 2014913:11 
AUG 12, 2014915:14 


Patient inquiry 
Register a Patient 
CPRSChart version 1. 
integrated Bming i 
CPRSChart version 1. 
CPRSChart version 1. 


Sensitive Patient Access Report for FEB 29.2012 to NOV 25,2014 


Run Date : NOV 25, 

2014#09:3€ 

social sec nuok 


Patient Name: honl.Ryan ALLAN 

Date of Birth : 


USER 

DATE ACCESSED 

OPTION/PRDTOCOL USED 

INPATIENT 

CLAY. CYNTHIA M RN 

lUL IS. 2014003:07 

CPRSChart version 1, 

NO 

CLAY, CYNTHIA M RN 

3UL 17. 2014913 : 40 

CPRSChart version 1. 

NO 

CLAY, CYNTHIA M RN 

lUL 10, 2014011:21 

CPRSChart version 1. 

NO 

KclLY. KELLI J RN 

AUG 11, 2014009:26 

CPRSChart version 1. 

NO 

KROK, DARLENE A 

AUG 11, 2014911:06;! 

0 Complete Orders from 

NO 

KROK, DARI. ENT A 

AUG 11. 2014011:06 

complete Orders from 

NO 

VAN AUKEN, WILLIAM A 

lUL 23, 2014809:55 

Patient inquiry 

NO 

ZON'OAG.TUENIS D MD 

AUG 11, 2014010:06 

CPRSChart version 1. 

NO 

ZONOAG.TUENIS D MD 

lUL 16. 2014007:14 

CPRSChart version 1. 

NO 

20NDAG.TUEN1S D 

lUL 15, 2014018:12 

CPRSChart version 1. 

NO 

ZONDAG.TUENIS D MD 

lUL 14, 2014018:55 

CPRSChart version 1. 

NO 

ZONDAG.TUENIS D MD 

jyi 10. 2014912:51 

CPRSChart version 1. 

NO 

20N0,AG,TUENIS D MD 

JUL 07, 2014018:50 

CPRSChart version 1. 

NO 

sensitive Patient Access Report for FES 29. 

2012 to NOV 25,2014 

Page; S 

Run Date : NOv 25. 

2014009:36 

Social sec Num: " 

-j r* 

Patient Name: hdnl.Ryan Allan 

oats of Sirth : 


USER 

DATE ACCESSED 

OPTION/PROTOCOt USED 

INPATIENT 


.. JOHNSON, DEBORAH 3 
JOHNSON, DEBORAH J 
KYLLONEN, DARYL T 
KYLL0NF.N., DARYL T 
KYLLONEN, DARYL T 
LINDSEY, MISHELLE X 
LINDSEY. MISHELLE 1 
LINDSEY, MISHELLE I 
LTNOSEY, MISHELLE 1 


OCT 30. 2014'309;42 
:UL 23. 2014915:44 
AUG 12. 2014921:29 
AUG 12. 2014021:28 
AUG 12. 2014921:27 
SEP 12. 2014909:17 
SEP 12. 2014009:16:20 
SEP 12. 2014009:16:10 
SEP 12. 2014909:16 


Patient inquiry 
CPRSChart version 1. 
Appoi'ntfnent Managetne 
Appointment Manageme 
Register a Patient 
Patient Prescription 
Patient prescription 
Patient Prescription 
patient Prescription 


Select Security Officer Menu Option: 
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Imps.. 'tis-n!g6,niasi.vahoo.vf>in ni;(> i.iufKh.' rami K'Hn!kvvi;(i>ns''Si 

Subject; Need some fielp here 

From: RAH (ryar!anoni@yahOQ com) 

To: |young@osc gov, 3amtSrani@osc gov. 

Date; Wednesday October 2S 20td9 39AM 


I jvsst got a VERV strange caii from the Tomah VA. The woman. Tammy WarzaKa. satd that 1 had submrtled a compiaio! to 
Secreiary McDonald from !h<? Tumah VA phorre iif» wtttim the mental health untl complaming that ! was havmg pfoblams 
geilicy my nredicapon W^en Tammy saw the compiatnl went straight to Secretary McDonald from WITHIN the faciltiy. she of 
course called me to foltov,' up on the complainis It of course wasn't me stncc i haven't even been to tho hosprtal SHtce i left and 
t get my VA metis Irom (ny hospital in inditBia (Tm a disaWed vet with PTSD). i had shared with my Supervisor, Lssa Noe, when 
I starled that ! have PTSD and get care in Indiana, so I'm very ccmcemed that since Dr Skripka has been asking around to my 
former cooworkers about my "emotional state" that someone used that as a pretext to go into my VA medical records it is of 
course iliegat due to HIP.AA for anyone either thari my doctors bi Indiana to go mto my medical records Now fm very 
concemeo Uiat someone is dsggmg into the details of my medical tusiory at the Tcmah VA in order to discredit me as a 
whistlsblowei (I'm emotionaliy unstabte. etc) is there a way you guys can dig into this and find out what it going on'? Since VA 
med 'etxirds are etectromc now, a history of those who have accessed Wy records are available, but I don't want to approach 
the facility here about >1 since leah Finch the current Privacy Officer was the one whovrent into dte evidence files that weie 
locked th eviden<» in order to "explain away’ the toss of files <see my QSC aymplatnli 

!t ts certainly suspioous at the Vb'RY LEAST as to wtjy someone from withirr the Tomafi facility woutd fraudulently submit a 
compiasnt frorn wittim the mental health unit at the facility wtien I don't even get my care ftiere For obvious reasons. I get my 
care irt Indiana where ! moveif from And then to throw in ttiat the complaint went directly to Secretary McDonald is weird as 
well 

Not sura wKc else I could go lo about this, but obviously someone is using my name within the Tomah faoiity to go mto my VA 
med teixii'ds i have ttty suspicions as to why 

Ryan 


! :(>!5 S..V.S I'M 
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* ‘ -l St 

“vjf.-ih ’/ti 546i}U 


ias » .»{ia». -^sfsas#- 

' j' >- 


Re: Dcnuirsd tof Retr^iofi Pummnt to Wisconsin Statutes Ssc* ^S*OS 


D^ar Mf„ lioni 

^^y 1.4 A fifn) Ht’ufrfian, You H£sv© rosonlly laKentaoefSfnifvgDr, h^uinhan 

')'•> iint! jr.tj .n your i,ommtints m»da to rep'.irtem. This letU^ demancSs f^Jtftidton of you? 

r-gffrjuius iaiso ‘Statements atjot^ my cHm^, WNi© I dt> not tm&A to give you the 
oprk^riunity to reirasJ your slaternents under the statute. \ aw noneth^tess gtving you \h& 
opus'rtunsty to do su tn m effort to ftmit ymir cv'intimnng itabt^ty. 

’^oef&i.t tna* thftfO »k»i ruidiessoO every nonsgnsw.aistatomonty^Hi hove made stt>out on 
client does «>.’T <iko thosu oitsef slalements true- i\ tL*«i tneons thaJ I d.J rwt have the itme 

Of pa'feaiwe lo »fl through ali of yow dnyef, 

^I'ou poshsd (Comments on Vi Wvy d» ^h>gdv ot efans onj in tho comments, you verified 
you raised aocusafions against my cHani concerning caro and tfoatment he provHlevf to tvs 
patients at the fowah VA Medfcai Center ArJciiitonaiiv yoti wrote: 

Jwa'(y'22,;a.015':: ■ ■ 

{r$ mit about taking away paih mt'r^licitilion ti’s about takimg i away from the 
Hotiili'hans ouS thofe that put a Manno Hke dason SimcaoO'Ski {mcl o-n '^4 
powej'riui daf 9 '> and then a 15** one Inst KiiteO hnn. So before Houtrhans 
addicts sif^ ills prsises. just remombof Jason SrmcaKoski and die traS of 
dr^fStniCtlon a man ).ke OavkS Houittian leaves hehwd Of course ihe«i are 
patient:* out there that !c»ve the Candy Man Hp takes away Ihorf pain cmtil »t 
kills them 

On January f'5. 201^, you wrote: 

tl ‘5* thivesty that one of the Vetefans who died tn teu artrcto was on 14 
nieds. some namotics, and then pul on a IS'^ one which resumed in 'muted 
drsigtarrclty as staled in ih« Unc.wsity of Yv'jsconsin autopsy 


r « 
'M t ? 
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j )i - I’. • ' . i/’-. 

! I'PSrt- •sifj'uHi. n ,<>, j H i . mtiUltety {alse, defamatoty and have causttti damup to my cieni 
Ti 1 .i.n !■ r.anilimi mwnwSiaiB relraclton of the same. 

> , M • vfi' I'K'nwj in me .(utopBy reiif.it that bho«lhatL>)e'15*’(i'«dialiC,>HS!*!‘-"r4.i.V 

‘ j !>'{ ! tfjrar, Mi, ihf < jju^e of "mwad drug toxicity* Acojftiing to the repcrtor f.m 
•a#* inasa.jod to yt-i .nvfxved m this ailogetl controtiesy, Or J-toulihan w«. not trif 
visip'sniPaoi At mosii.accoidrtrg to n!8ftrrtrfcr(fH«^p!|n®f?ipoftoig article Df 
Heuiitao wat. cdmu:!a.l afxwi putting the patort sm Stissiww The tact that Sutoxom-' 
s ''j ir“,i’ a'idicuon ts Oiredy coiTtrafy to the professed mtiiNaij n fen yMur 
v,j ilums that my ctent prescHher! sjptstos without any concern tor me pasisnls 
*. n.rtc Ui.it-'jvei !' oreisnucyrre-ator.twtewnS.itXKr.nt: is-to.ii' i!i U* 

¥.,tt! Finahy -S it, .rrifut htal my Jieni prf-senbed juv .•msin jtiuos'. to i<xiaif!iiai .x 
e .ii I'd hds •of! a ii iit >.! desi'Uelion 


Fwlhef, you haw iftKifded video statements (xtrscemirtg my cltofit, wfwSi vme {wdoci on 
mw w ausauiairheraM , com on January 2?, 2015, Every statement made by you in in.!; 
Video about my dlent Is false and defamatory My client nereby aomsnOs immedvsti-- 
retraction of the aritw staSeme,nl, specifica'ity ncluding the foltowtng: 


1 'Jiiscn Simeatoski who dsedol a rawed drug loxwly totmoi Manne and t am 
here tor him. Becauso what David Houlitan and the folks under his Sredtoh in this fealty 
(lid to hira urn, resuHing m his death you know needs to be transparent to ti>e pubic Mr 
Strncakoski was not Or Houlihan's patient and there are no facte that anything Or 
HouMnan dW; Of did nW <to resuHei'f m his death, 

2 'Dr Chris Kirkpatock who 5 years ago Da'ddHoijtihanranout of histacily 
aiiil he want home after he was tetrnit\.itei1 and (lui a nfia uivler his efun and btew hi 
toms out ■ Dr Houlihan did rurt run' him out of the facility or olfrerwise ptay sn actiw 
mte in the femtination of Di Kirkpatrick s empioymeni My cftenl has no rotetionsmp to Of 

Kjikp ilnrk's. a'lnctifd t)*-'fisron to faks his own Me 

3. ‘The VA iS going to mvesiigate itself aboui the enmes and utifeUiwi auiivises 

in the Tomah V A. um you know, for under the direcltan of David Houlihan ' it is patanfty 
fated that any enmos w uriethica! adivites have bt<«f. committed under the diruciion of my 
client 

4 '{Kikla across Wisconsin that era being sok! VA narcotics by patients striK’ 
aiMh't lakingthe narcotics that David Houttian has pioscribed ' This siaU!m(!i:! is eranu-v 
'.Tsc- arid has no (actual basis orsupport Thera is no svKtencc that any Tomafi VA rat-nim 
IS selling narcotics prescnlwd by my clieni to childfen- or to anyone eise to* that matter 

5 ‘[Ilfs resoltfid m ims death of Jason Simcakoski and tfs fftaiHed m ih>j rie.itt' 
•••i Ch'is Ktrupatnck and God kn?5ws how many others Not ius! deaths but cteswiy.x! i.jos 
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r-i,).: 3 

it’, 20JS 

it (3oc»»-s ijooU nurses admirestetcsrs m fhis faiJUy •(«{ 

rijvc tier. ,uR ut.i n©caas»j they do, Btey ttsply #l8^n «hy Daw3 HorfiNn “• « ii.'';. 
uj. !hi ! Mtismi M th*sj cant even sit iher« and haw a counseiing wsijp’m Msn ; sv" 

1 ; i.ti iu! teta'iaSet! against any VA emptoyee for asKtnij guesluos nt’ t..,-, nu’ 

I..-'; 'Vifrij' Mcs'f^yen tives' Iff *dopod up' paltenis so they Mono! •;-! nr’'! hiivs i 

V, .,icm j^marsis an imme-diasa mtraawn of pw <tel9*nstEwy siMemtims KieRt.fte 
.th'.ij M-, iifw !,oti!!n«es to invast^te fsBwr try pu to otMerminQ 

f, iH.^. .; *hfiy acitwiabi® and ressrvd*' ttwitoht to tfemawf forther (fraction* ffim yt>u 

A’, d -Aitefai'. tin'<‘*-a 1 beiieve that you are tloing a disservice to -our Vetet ans by tofCtC-SiR;} 
.1 iift-‘tof '.tist has done twrhaig wrong and puts proper and aptiroprtato car# of Ns patiams 
I'/jre aii else WNto pu have the to pur optnwt esgartinj iha ri<?M to 

■sprvi'/u Vetaran Dire m our courttry. tNs does not gtve pu license !c defeme jwQpie such 
ssmyct’en! 


I am toW Ihat pu have irivtietJ me to- sue you on ytsui FacetoA pap vou will tifiiify 8* 
your i«8h. I am alw told that you ireliave such a iawsutt wuld t» %vhi8t.te btower 
rulaiiatton,' if thm ts your tveW you obvausly htsva Wite understaRdtng of ttw Iw. Being 
an allsii«d whistle hiowei by fiitrn a bogus -tomplamt asserftng totnl hand »ttep!loh$ 
against my dien! .n a wusk effort to liiame olhets (or yuur sltortcorrrngs in trytftg to perform 
8 smpte job eor'-srt.atg pnnwniy of answering phones and puttmg paoets mto fsias, doss 
Wit in any my piutout vou ‘rom owi liability (or dKlaming my client 

Tfafft you br pur aitertto to Ws maSar and i tixih forward to recawffig your norca toat 
fx haw poijitely retrseted your detamaioiy stalaments 



ft, Ffunns fFoir&y W Doherty 

mnas 
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Print 


Subject: 

Fwd: Tomah VA Phone Messgae 

From: 

Daniel Bice (dbice@jm.comj 

To: 

iyanahoni@yahoo.com; 

Date: 

Saturday February 7, 2015 7:11 PM 


tiltps;-'-us-mg6.mail.yahoo,com/n«)/lauiKh'?.r0ncH)qfhlg4vs(K)aa#3L^3... 

J) 


Here you go. 

Sent from my iPhone 
Begin fonvarded message: 

From: Frank Doherty < FMD@halcskemp.com > 
j Dale;February6.2015at4:59:24PMCST 
j Th: 'Daniel Bice* < dbice@im.com > 

I Subject: RE: Tomah \K Phone Messgac 

; Dan. 


iiclow 5IJV mv ausweriv; 


1. How long have you been woriung for Dr. Hoidihan? I thought he had anodteranomey. 

I 1 have reprcscnling Dr. Houlihan since mid-January, sluirtly alJcr the delaiwatory statements 
about lum were published. 

2. How quickly do you expect to sue Mr. Honl if he doesn’t retract his remarks? 

Wisconsin's statute oriimiiaiions for defamation claims is three years and no Itmeiable hffii been set 
for filing suh as Dr. Houlihan hopes that Mr, lion! will publicly retract hi.s fitisc staietnenis about Dr. 
Houlihan. 

3. Mr. Hon! smd he is a minimum-wage worker with no as.sets. If mie. why would Dr. Houlihan sue 

him? 

Dr. f loulihan has no jxinictilar desire to sue Mr. HonL whom, .ux-ordinu lo his blog tw^s- «s a disable d 
! iiiwb»m<rrf lJVom the service due to ntcmal health issuc .s. I lowcvcr l>. Houlihan must protect 

i his reputation I'roin the false stalcnienis that have been made about hint as a phy.sjcum. My ftmt's 
I investigalion of Ihl-s matter has lead me to the conclusion that the attacks on f)r Houlihan fire being 
I orchestrated by the ioca! un.i« m. w hicb is more interested in prvuetting employ ees that perform jsoofly 


I yfa 


2/12-'20l.^2:t8PM 
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than tiiey arc intercsied in ensi 
I nfortunalcly for Mr. Houi. he appears to be left hi^ding ftie bag for oihers and is unwiltingiy working 
against his stated interest in improving healthcare for Veterans. 

4. Docs Dr. Houlihan have any response to the statements by the state Department of Safety and 
Professional Service that it is investigating him? 

Nh unoersianding is that the Suite investigates ail eomphunis made against adiKUir. H any fonnal 
imtsiujiiion is conducted bv the State, Df. Houfii^ will ftilly cooperate with the ttue.'aigdtusn and 
a'il K cleared ofany alleged wrongdoing ft^ as the VA cleared Dr. Houlihan of >2 mostly 
! i‘tn\ ixais allegations after a two year cimiprchettslve invcsligaffoir. 


i rank Doherty 
H.iic. Skemp. Hanson. Skemp & Sleik 
5i>5 King Street Suite 3(K) 

La Crosse, W1 5460! 

60S-7K4-354C1 

fmd@halcskcmp.com 

Hale Skemp 

Hanson SKEMP& suiK 

Jkv tOKNtVt bCOtfMtllOkS Ar iiA«» 

1 ***** Email confidemiality notice ***** 

I This messiige is private and confidential. If you have received this message in error, pioa» hptlfy us 
! and remove U from your system. 


From: Daniel Bice I mBitu rtlfa icciS^im.camt 
Sent: Friday, February 06. 2015 2:32 PM 
To: Frank Doherty 

Sobject: Re: Tomah VA Phone Messgae 


Here are my questions: 



hUps:i''us-mg 6 -maii.yahoo,com.'iicolauneh?,rantl=t}qth!g- 
ing that the VA provides the best po:^ibk‘ care to out Veicrans, 


2,'Z2.^0J52:IS PM 
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*'!! hup?. »vnig6.maH yahoo.com nto launch?.rand=9q!)5!g4is(X)aasl3.V 


1 i low long have you been working tor Dr. Houlihan? I thought he had another attorney, 


2. How quickly <k? you expect to sue Mr. Hon! ifhe doesn’t retract his remarks? 


3. Mr. Hon! said he is a minimum-wage worker with no assets. If true, w'hy would Dr. Houlihan sue 
him? 


4. Does Dr. Houlihan have any response to the statements by the state Department of Safety and 
Professional Serv ices that il is investigating him? 



I think that's it, If you have anything else to say. feel free to .share your thoughts. 

"Diank.*;. 

Dan Uice 

On Fri. Feb 6, 201 5 at 2:26 PM. Frank Doherty - I NH>tfiha lesk emt>.com > WToie: 
Dan. 


; { received your voicemail. What specific questions did you have? 

; Hale, .Skemp. Hanson, Skemp & Sleik 
505 King Street, Suite 3(X) 

La Crosse. W1 54601 
; 608-784-3540 


of 4 


2 22.2015 2:20 PM 
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https. , us-ingh.niui! yah<x>.coni nci) l.ujSKh ' idsu-l i!qthU'<ihtWiiii"V4v! 


Subject; Fw Poitce Report an Me by tbe Tcwnah VAMC PD 

From; RAH (ryanahon!@yahoo com) 

To; meghan setw!ri@va gav; robert.a mcdonaW@>«.gov. 

bnan_downey@hsgac senate gov, biil_mura@bafdwirt senate gov. diana maas@ma!l house gov, 
Oebi bevins@va,gov. 

Bcc; 

Date; Friday, February 13, 2015 &3~ AM 


Bob/Meghan. 

Couple things here The below is self explanatory. Retaliation Black and white. Given that 
Carolyn Clancy’s team couldn’t investigate their way out of a paper bag, I'm hoping the VA 
Office of Accountability can see this for what it is If not. then there is no hope for VA 
accountability within the VA. Why is Clancy’s investigative team coming to Tomah to have 
'‘selected" interviews with staff they pick to talk to and at a time when the union leadership is in 
DC’ 

Also, regardless of how I obtained my police report that’s attached. I don’t appreciate Mario 
Desanctis through Police Chief Huffman going on a witch hunt on whistleblowers in the facility 
to find out who anonymously leaked it to me. And as far me having this police report, it sure is 
nice to be able to see it. It is about me after all. yet conveniently hidden from me or anyone 
else that can hold these clowns in Tomah accountable. Also at a time when Clancy’s 
investigators are at the facility I’m sure THEY have a copy. 

When will the VA hold people accountable at the Tomah VA? Does it have the ability? So far it 
hasn’t shown it. Why did one of Clancy's staffers tell me I could only have 3 minutes to meet 
with her as long as ! "didn't make a scene?" then wouldn’t see me at my request in the union 
building for any length of time. Was that another PTSD symptom used against me at a time 
when a sham police report on me was surely given to them’ 

Bob, i know you’re kept in the dark by Griffin at the VA OIG who hides reports like the Tomah 
sham ’'investigation." I know you don’t have the power to fire Griffin Only the President does 
But when you are presented with something like this in black and white, will something be 
done? Will you hold Tomah leadership accountable when presented with facts like this? Will 
you order them to cease their witch hunt over it? These failed leaders in Tomah would spend 
their time and tax money in a better feshion cleaning up the facility rather than those who raise 


2.':' 201.5 .V'3'’ PM 
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https, "'Ui-mg6-niaiJ.>'ahoo. com nci) iiuifich'.rand ' Oqlhi g4\-,00a. 

concerns over me getting railroaded, But of course, the entire leadership IS the problem after 
1 0 years of David Houlihan stocking the place with his loyalists Will you do something about 
The public and the media aren’t standing for it. 

Ryan 

cc: 

Senator Johnson 
Senator Baldwin 
Representative Kind 

bcc: 

Media 

Vifliistleblowers 
Concerned Citizens 

— Forwarded Message — 

From; RAH '-■'^’aneihoni^yahoo corn> 

To: Rush ••arush@osc gov> 

Cc: Downey Brian (HSGAC) <bnan_aowrtey@hsgac senate gov>. Diana Maas <diana.maas@mari house gov>,. Bii! 
Murat <t»H_murat@balclwin senate gov> 

Sent: Thursday, FeOruary 12. 2015 1 14 PM 
Subject: Police Report on Me by the Tomah VAMC PD 

Angie, 

Attached is clearly a sad attempt at discrediting me post fact. Please add to my OSC case file. 
Police report on me filed Feb 2. 2015, nearly a month after things hit the press and 4 months 
after I resigned and interestingly enough in the middle of VA inspectors coming to "investigate” 
the Tomah facility in February 2015. 1 received this from someone anonymously within the 
facility who was kind enough to bring it to my attention Considering my diagnoses are well 
known in the facility due to 5 people fraudulently accessing my medical records in October 
2014, the terms used are all symptoms of PTSD 

Terms such as: 

"agitated and verbally aggressive" - Leesha Dukes 

"red in the face and shaking" - Leesha Dukes 

"irrationar - Leesha Dukes 

"he [Ryan] is not stable" - Leesha Dukes 

"face turned red and he began shaking" - Rachel Fleming 

"crazy" - 1 love that one from someone working in a mental health unit - Rachel Fleming 
"yelled” - Rachel Fleming 

"thought he [Ryan] was going to hit her [Rachel Fleming]" - Rachel Fleming 

"done at the request of Chief Huffman [Perry Huffman]" - investigating officer forced to do the 

report 

These terms were used by people I reported. Rachel Fleming and Leesha Dukes, former 
cooworkers that also reported into Lisa Noe. my former supervisor. Chief Perry Huffman is also 


!015 
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'is-m!i6.fnaii.yahou.com nco l,umch?.ranv{->hi!h I t UsiHi 


someone } reported after he go! the VISN to close out one of my OfG allegations when missing 
files suddenly "reappeared " All we!! documented and provided to you at OSC. 

The intent is clear In the middle of VA inspector "inspecting" the facility, this is a sad attempt 
at discrediting me post fact and now part of the public record. You’d think if 1 was such a 
"threatening" person, a police report would have been done during the time of the "incidents." 
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■vC/r.'soi'sftlis-ifiaO'" 




astig; 




..i, ihr PfUtf*. 
jji lWl ’‘'•‘f ■ ‘‘ 
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•, . '\WA *'v0*»«.ej'W*«W*'W» «»»,»«!>»»!&!!»;'. • <» 

•.« ..- ,«^l>»-,A,i,jrt.W,',aMf l^.■«s»t»i,^S«s»‘ffl4V,W•■'^s■l='■a^■'i-.■ll«• 4V-'’.^ 

■Birisist9@SSs8isf;®®®i#^gi^sS^S®*K8^P^^WSW^S®^S5S 

^®i|SSS. 

' • .*»■ ,> ,'*sa^'( x<sf<u« - -iSfc i f 

A.* .■••*/ -,■ fi\n\ ?- .e*' • > ' •'« • . SF « S .•ntV.'A. *Vi ' >• 

1" '■''»»? “ *,!■ - • 4C«^ 9n*j 
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Secretary Bob McDonald Emails 


1) Resignation email 

2) Concerns about criminal activity 
involving a patient death 
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[ rmfi TV3' 

f**"' j •i''TjcnuvC!^'''3^- |c^ 


4’6C-3, ■ tC'tx#- *< iiJi4S.57PW 


si’i-tiAf aU!««'tj Vat&s' i ins» VA ?fto 

t^. 4 ,- f-c 'na«o**»miOi'% IM ffiatiijf g «d w«y» y % o fe<«en * acatofl^ dr«-. si wjij st^rta^gH-ia^ 

» ' vK 4 enijt 5 d gaf* Oiie \tfb » sMei si eetsi^oY^wfrt >^m «p^«eftR§ t& ¥««« guswiS ^ 

assi'^ <^Y *Hefl »8W to go cflmawhjs^ i«her» •*«»*Sn\ INsjf ^ fO '***«sf* t»wi^ am AsamsS s*^ 

leai^vs f'uiit^isjw C-* >K'»*- 1«^} ^ave giys^'-’ *^na ar-d tsedv- 5*miiaa¥^s.me«a«Radiffi3jm 

:*»rti«e?s'Bji* Rii^ owtaj'Wf 'JA 5««KJ«fih-fc ?■>** fa«*e T»»* gyKi?4fc' ^afew O* ■Tta^ss^mnt ktt*at te- a Cy^u-nf «» 

' ‘>i‘ v-a^Pi *^-c fry f-A'^- ‘v^an iht b^mm' arwug »’^s -oea* * itsraoo da wt^en ajsMia je fsaNt* 

* \ a••.os« i"4t.3o^ k''<'«'naiy'3t >l^tTw!^p sioss e <m320n So feK»s S^« •tfuc^wsr? ^ 

tv i«r>i u> «» «n 'n«E ta::* gf .Rjar^jsiKs^ te %m^ oo«cej>ti’ lajcs t^^« {^ariswi sjs^fwi 

■>ac» ’>» <* Want («t>ftyge>is^ »fK3 'Isat r*t«« cr*J*^i-t« a»Kl <a*'» Iftdfts Osri '®ta tntm and Neam 

*'W »-irr.ioc^iarrt» iwHwyj ? 

1 w>?j nfA «fKi- f c»r4’>aii rvr»m< 5»H; df tt^ ««?%«• »«d •! Us* Tciin#* ssatssjfi’fSTig We is«aaS' 

■'’Y*i> ?4t!T^idii5a,iand<«%<v »’•« s* »i«^ 

t.Hs« f ’ u..< ^ smmeijuyc •♦^wai ic pat«nt r--««.+- & m HP# fbss)# ijrt*6 itea <s0*w V'tv jsraiiswswwf 

iw n'^p'Ui^ ac».fuatpg»n 9»(>i ckscte^ sp^'H«rs«s )'iMcai'n«ooto* tnaanxK^ttOffc 1)0 talk ihttyxi^csa't^ 

>*smk tfuowcsy Ffsw» n«*att. » U’ a cwncsaw fas, ano .«WHtwi» inv9««(i>»fesK ot »*• Tamaft 'WSfiilC • t** ms 0 i «f»Ft®«««B»R8 
wni; ^ VA fa^« « an DIG Sim (S pM oi lh« piobten vou. «nd SNaim. 
w<«ii fseABPt^ )«ih}«asiu{>. ftipeo*^ no» » iavai m vtSN !2. ^ aoMiQ 9vii»y6iirf ' st ai {seviiir |b ^ 

.(>r«ist^S)awiit»iMR')carniin9$M«t«mh*afih&«sNr^i^^ lftiaAtw«»iiii»%iu« 

mutiiv tsm m mpccwm No ana at e« snwnd iavet m Tom«> vawc tta* ary M»t wtMiliieaMtr .'WW >1' OIS^ 'Mhw^ ' . 
a^iyffwgamntaowtogtiBya^kamaaagbwonthafaah^ 

p4M» m.S& namf- tmt- 9 m y««a theadocUn ami nunata am tfMtlwcia^fii ffrtr; ■•VilNiw- y iB i i ii|^ftii > ^ - 

ViSN U in an^ doaa m(?r8 to avi^Kn away >tcidarta Sms* fsflwt^imiAancmeftsaetl^to 

tXt'CiVisn! '«udl 

i cannot sueas. mica0ii tturt it m ^Dptststr) te- «ftoiae( at Oisism'is \m va. to {-.tsttiv to 

Vimiisti ViM^C Kt <otfiimi>insr a ij^firtY'Wcwinv »<-v:i <r?t> i(r««t!Us»ff snotfKK'teg'tt A mm^* 

tVintsi^no OiG aimss0Udl|i«^K^%. «i»pinve»ag{tti{M««a t-oouw «» pomstm » t^tna out ^ 

whHl « ft8H!iO«n'4rsg st itwis ?aa»% Agasr fft** ** •»».«>• tKs* to ^ JtspsUiht nstu* fashw eg" itM *BwMy ?h» vlSH >2 

^(aOKfVSis >'»' ts«e p»nK::i,sMW i!?H-*tWat0 kt;^50e»rsng»r»iUaw^'|Htm^ TOWN'S *«A S’CW* OSWt 

jattOtOaMn^atfR '«n«*jiMirtarf‘ *iw im -/iSNvSOinad^fiooiitosjJwwnlotMasp^ Sn® 

tnt> )sn«>,t!iiwd scRlg' tc atKi- tfte N*t stsvo>t tn Rvs untMtarvaO^ DlAIMnt flR>»u«t < 3 * Wt&mS^'- OtM ^ 

t!# ’isve t«**i so mma<idt»Ki »mb tfe Nsoe* vsji jwid swff tn Tiw«#s. «»w «« «>»* wfrws* .nam- ««i# w® 

••,.» '...rwffln^vftiman yKitsfsg «»«• VtSiM to ten ay*« «>» ‘-^^ast^sW’Or.-'-a^ Oiractor 0*Ssmai««RnM3ii»d«iSl^^ 

Ntjis .iSive' rts^Ji Mi w»ai* Wt» ‘ss^ftRpKSiHreitv'tJsntv Ar\dikiol«»t aw®Y-»itew»'tNfcmiWBR5f Oiar^Simsn.s 

>'1 4 J set ‘•'toe©* to !,o* k!*s (>r ?!»«*« ««*?* Hif now fh*» tw «¥^OBtv:» te» was*! tsuni^ 8 msuMt jo* skjc* a ?£>?!< 

^-ijnsearting niy c8n®f ce»is$!Wa>^ 3'§ 5»g«! me Cte^ ol G? Htu^Sswv AAftOiii^ i tUisij. l AifrafT ‘^‘i 
id rsat-oojwca ie«?t pstf^tiaftx pa^-ts . piiy««s»is af*d 4t«f* to tf« towwK tamaB am «««a*!S ffwst is* pee^pautg ue*. «■ SMa« 

?“Bar!nt3 snm L>‘ ntooffiSan tH3«n tha tatyet nd «»¥«?« -nwesitgaBest* ^aancaswwg eit* t wgt waM ' WIto tw™ t*e avMsst^sfidfc's*-* 
i«Ji- Gcw'' tst»e Afmsamt^A /sp«s»e#y* vi^ ^2 Wt«e tore*«» to sewsm* ^y**-*^ vjmy * y»s# t-aase 

i»mtomtCH0!«trfS^»«*ai5n8twr«wn Houston & ait hiKSih wm 

! > . jgR* nsv '-.AimutenitB ^«toa#tS He sfaiH to eveiymto tttoJ tiwi *'s«toft¥?«isii*‘ irte^sttofis anstnii »»n «mw weatfeto 
'•.T iSsst te"sed chitf ato xd auprojwnmct* *5 tsa^itto Sktoot^uBs <xtAtm9»f^^d'ms nm «p to tfiwi m 


.«» vr'%^ 
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« '1^ a-tc ¥^'t^ af50*w^si0i#s «s#e#!^aSai»^- *v$mst i» a M »iij snixjrt ^ \t<m 

:. ’ ■ ^ a treatmewn qi psyetj^ai^ patiams, 'tc* fc«wi »«» 12 le^ tita from a ts s^rt^iKy tw^^i&a! 

Cor!C«q'ungTn^aati^’'^m^i*tr«efVk^^m«n;^ Ror^daDav^ 

1 ^ j. q.,sjn? sfta !*^ 4»V'''i, kofn h«t sisK ard Sases sftes- maaftfng wSR HcaifiJi*!' w*!>« -»'f n « 'X '' 7*v 'Jt' 

•V i-rq frf»f »> tvrH^fttfor S'lSp St^i!* « aeifl^tSfsg tQ as»«|-4W06Kf>n^ to ie»«iBr»h»e! Caw -K?rHs?‘- ’^^■-‘ 

i^-ewv %K" <»h)tifiad sns «fw wBT<i5Mae« {fia< I5t Daws came m ial« 1o wert: tm af«d *^as »..ta SAfit® 

v''«i j j jc tnoi ^N&.f.t>ia!ami> fajvt usaNceanaC? Oav^Si'-ipka A#se<iaitC?s«tcrf^\»ff^t<»sWi?a:i' a-sc'e^ 

'■ '£.'? c* u5 ^:> {y msh? csHaas «vfth & Day* « »>w esfasc^ r^*5^ic%» rss ftyai Hm cxsaid wsaoun'^^i 5.v^&-'5?'> say 
knew 8^ l» at tor »5«c< 'egyis.* ihtftssNmBifty Sfaa^wtgPWra»«»o»«sto 'fine s're-s s*?' 'i. ssr^sss* 

'-^d pHymenioahcw uptor wm wttamiver itiey wnant^wafc^^Kst^^mey^^^Mripufiemaat 

'.f ttaw^ward^ v’<^woii«3t> W*«»wat^B»wa«t*ito«N(B<»woh«*««<»«fe>8e^wtp«^f^ awayfrrsimtt^ 

, -‘t 'VgifOat^S -©sViyrt^JhfseofustotwteiilyrfM^lSf BSW*« (i*B»»W»fi®nSB^&t8H«'<Bn8^ffa5aii®i«wfsl';:SfeS»3 
- - ! 'isi •v'lere 8he “^ut Rf iannas-i. fss 0* Daws ^^»^(!w8s wrcrsg tts ^toC snow SftaB ttav ^ ^ ^ « 

{!’t -If} ^ei wp by ’Tvsnagew-'t' to l«»ke !ne isM to: rjfrftef^ everyth^riig r^patrent n-affr£ e»L D' :>s^.s v»'-’ 

‘ ’ •'•w* rs** iut '0 I'&te'snts o” Sepferntw 5“ jja* p^e-' r*e* atwiress! via ematf i»ts^ sbe « .>»H’»itwji«.a %'V5 

' t-D*’* ’ V^'^ 1' «nau»m»>nt •C-'r*c«^''t«} rTMw® IftS- r^sarj.^t®)' deCSTti WSbl teM Nf-J With -ST A»VX UJ 
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Duty Hwvjf, t.-oymfy 


r^'30S5 5', 
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hups;.'-us-!ng6.mail.yahoo.i:<jm neo iuunci! .'.rand -uqUi I a-ij.sOO 


Subject: RE [EXTERNAL] Criminal Activity 
From: RAH iryanahonl@y3hoo.com) 

To: RcibeftAMcDonalQ@va.gov SiDan.Gib5on@va.gov, 

Cc: debi bev!ns@va gov. meghan 5er>«in@va gov; 

Bcc: aglantz@cironl!ne org 

Date. Ssturday NovemDer 2S, 201*1 ii i2 PM 


Bob, 

Thank you, 1 hope you understand my reluctance to speak with anyone within the VA besides you and 
Sloan The reasons are obvious From initially raising concerns to my former service line manager, to 
facility leadership, to Jeff Murawsky, to a sham investigation of "facts" led by Ed Landreth at the VISN. 
and now to documents with John Dalgh’s signature covering up dozens of allegations within the 
Tomah facility in an OiG report referencing other reports not made publically available and probably 
not made available either to Secretary Shinseki or you. Hi talk to Megan, but realize that any 
discussions I have with her will be relayed externally to the VA at OSC. 1 and the others at Tomah as 
well as families of former employees who have raised these issues have talked to VA officials up and 
down the chain of command and they are fearful of taking anything more to the VA I’m not 
questioning Meghan's integrity by any means but I hope you see our concerns here. Trust but verify 
as has been said 


Ryan 


Sent from Yahoo Mail for iPad 

Al Nov 2tll4. 4:5*);U9 PM. McDonald, BobRolxTS. A.\lcl>onald'f/iva,gov‘> wtote: 


Ryan. I have coniacted Meghan Planz. who is in charge ol'our Accountability Review 
Organi/ation. and is an aiKmiey. Ihanks. Boh 


c.iriginal Me.ssage 

I rum; RA! i Imaikoiry anahonl d.\ ahoo.coin] 
Sent; Saturday. November 29. 2014 7:53 I’M 
lo. McDonald. Boh; (iih.son. Sloan 
L c: Bevins. IX’hi 

Suhjcci: (i,;N I hRNAi.) Criminal Activity 


Bob. 
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htips.: us-rng6,jnail.yahc<'.vam nco l.timth',’ i';»Ki^i>qtblg4ist,HkW"4‘»s 


I have evidence o! pussible criminal acliviiy after speaking with someone concerning a death. !l is 
\ ep. iiTipi'nant tiiai > on not speak ^vith the 010 about this email !'m sending. I am concerned lluif 
John Haigh and VISN 12 leadership swept it under the rug, so few people are aware of it nothing 
has been done. Vou need to involve the I- BI. Others are comacling the FBK but since you 
t'bviously would have quicker access to them and also to proactively be on lop of things, please 
contact them also from your end. I will speak with only the l-B! concerning conversations 1 had 
this evening or any of the other documents I have. Dr. Houlihan is directly involved. This 
particularly involves {seopje outside the VA which 1 will talk to the FBI about. 


Ryan 


2.’:2'2i>!.5TO? PM 
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Senator Letters 


1) Senator Johnson calling for a 
permanent VA Inspector General 
that doesn't hide reports 

2) Senator Baldwin calling for a 
criminal investigation 
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Via Electronic Transmiwion 

Fresidem Barack H. Obama 
The White House 
I 6 OC 1 Pennsylvania Avenue 
Washington. DC TO.SUO 


Itnircd ^Stall's Senarr 

■ : CSli^MItTO'OW 

2 .. i A) 

Fi^s,. iJt.' Is? ■ 

Janmisrv 22. 2015 


IJear Mr. i^a'sident: 


! svTiic itKlay regiirding ihc urgein need tor u pcmiimem fnspecujT General to lead the I'.S, 
Depamnent of Veleran-s AlTairs (VA). Office of Inspector General (OIG). During 2014. the 
counip. became aware of many problems that veterans encountered at VA medical facilliies 
around the toutriry. Most recently, troubling ncv,s at the Tomah VA medical center (VAMC) in 
Wisconsin underscores the need for sou to nominate someone to serve in this importam position. 

1 he problems surrounding the Tomah VAMC have ted veterans and VA employees to question 
not only the leadership at the facility but at the VA Office of Inspector General. 

I recently became aware of a March 2014 VA Inspector General report centered on a variety of 
allegations at the Tomah VAMC ’ Some of the findings were more than troubling. TTie rate of 
opnnd prescriptions a! lomah VAMC was clistiirhing enough that issues were brought to the 
aiieniion of VA leadership It vviis also noted that Tomah VAMC ranked highest; in the Veterans 
Integrated Service Networks (VTSN) for the total morphine equivalents per unique patients 
imtied with opioids, t hese issues must K* fully investigated for the veterans who rely on this 
facility for their healthcare. 

further, my office, among others, never received a briefing or the March 2014 Tomah VAMC 
report from the V A Office of Inspector (icncral I am currently seeking an explanation from ihe 
VA's Deputy Inspector General. 

The \ A Office oflnspector General has gone ikr too long without a pcrrrianciU Inspector 
General, l onner VA tn.spector Cieneral Opfer made known his intentions to leave the |x>sl in 
November 2013. ‘ Now over a year later this post remains empty nntl that is unaccepfablc. 


l. S. Dcpsinmcnt ot Veicrai:s Al'fajri. OlTsce of Ciencfai AUi-ninisiianvc Closure Aitegetf Inappropriate 

Pfeitnbinc oi'ConiToiicd Substancev .inU Alleged of AuU^rtw at Use TmTiah Medical CcMaer MCI^^ 2011- 

04:]3-H1-0263. 

' V A Inspector Cjcneral typfer letter to Presirieni Obama. Nos-emher 6, 20 \ j Accessed at 
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! lii'pctui ti'.ti \>tu j’lOng with the Council oi’ijK: Inspectors (jeneral on Inlegritj ami 

iCKni- • hire narrowed down a list of candidates stt tvcean work together » t|uickiy 
fi’i po'-troii 

! ',1 . 1 c . ffimat'A n: liwptxlor General b necessary so roirt out wasle, IraiK.!. and abuse for the 
.. .'s -•mi t'nug iccousitthtliiy for millions of velerans, I look forward to winking with joii 

•1 , a ai'-il'.r'.cJ tiwwidua! to fill this important post 


cc: Hotiorable TIWiisb R. ('arper 

Ranking Member 

t'oromitwe on Hcimclimd Security and Govemmentaf Aft airs 
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TAMMY BALDWIN 


Bnitol .Sales Sciatc 

WliSumCitcN, DC 7iKTC 

Februan,' 12. 2015 


A.^S TO. II 
..yi. 

Ai y. ..Ul All. I. 
.0JA I, HyAlAV 

HUMADWP .Cyl HI. 

m rA 


The Honorable tnc M. Holder. Ir, 

Adunifv General 
ITS. IX’paHmeni of Justice 
Otllce of the Attorney General 
yjO I’ennsylvania Avcnitc. NW 
Washington, D.C. 205-fO 

Dear Altoniey General Moider: 

i am WTiling to request that the L'.S. DepartiiiciU oi Justice (DOJ) launch an immediate 
im esugation into allegations of criminal wrongdoing at the romah Veteratts .Affairs Medical 
Center in Tomah, Wiscun.sin. I am extremely troubled about reports linking the tragic: deaths of 
three Wiscon.sin veterans to improper medical care at the facility. Addilionaliy, 1 have heard 
concerns regarding the conduct of the 1 oinah V.A ami the foinah VA Police Department in 
rcs[itin.sc to the deaths that occurred at the lacility Finally, concerns regaciling the illegal 
iltstributioii and use of prescription drugs that originated at the Tomah VA faciliiy have been 
raised, lire U.S. Department of Veterans .Affairs (VA j and its Office of Inspector General (OIG) 
are currently invesligaiing a number of issues rclalcd to the foinalt V A, but 1 believe the 
seriousness of the allegations warmnt an additional cxiemal and objective review by a law 
enforcement agency totally independent from the Department Of Veterans Affairs, Accordittgljt, 

1 request that you inveslig.'itc both the circumstances surrounding patient deaths and allegations 
of the illicit distribution of opioids that originated at the I'omah VA fecUity. 

At least three veterans — .Inson Simcako.ski, fhonias Patrick Baer and Jacob Ward — who were 
treated at the i omah V.A hiive tragicaliv lost their lives. Below i.s information surrounding iheif 
tragic deaths, 

! . fhoinas P. Baev. 74, of MarsiiftclJ. Wiscoiwin. passed away in January- a! Oundcrsen 
flos'pitui in friCrossc. Wisxcmsin, Prior to his arrival at Gimdcrsen, Mr. Baer c.xpericrtccd 
very troubling treatraem at the Jomah VA. mcUidtng e.\'cessivc wail times, broken 
medical cvimpmcm that lyas required for his treatinent. and inadequate adherence to 
standard medical protocols. 

2, Jason L. Simeakoski, 35. of Stevens Ptiim, Wisconsin, ptissed away on .August 30. 2014. 
at the Totnaii VA. According to reports, .Mr. Simeakoski a tbmrer Marine, checked 
himself into the Tonah facility citing an addiction to opioid painkillers and severe 
anxieiy. At the time of bis death ifom "mi.xed dnig toxicity," he reportedly was on 15 
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difTerent prescription dmgs, including anti-psycholics, tranquiUzers. muscle idaxants, 
and opioid painkillers. 

3 Jacob M. Ward, 27, of Milwaukee and formerly of Coon Valley, Wisconsin, passed away 
on September 4, 2013, at his home in Milwaukee. The Army veteran reportedly became 
addicted to opioid painkillers and other drugs after trealmcnl for PTSD at the Tomah VA. 

I would request that you conduct a ftill investigation of these three tragedies. In addition. I'm 
concerned about the treatment of other patients who may have died after receiving care at this 
facility. Therefore, 1 would encourage your review to not only include the three cases mentioned 
above, but also include any Tomah VA patient who died after receiving treatment at the facility. 
The investigation should include a review of both the administration of care and subsequent 
internal investigations. 

Regarding the administration of care, please investigate, at a minimum, the following: 

• The circumstances surrounding the deaths 

• The medical treatment these patients received at the Tomah VA 

• The Tomah VA's protocol for treating patients 

• Inappropriate opioid prescribing practices 

• Whistleblower retaliation 

• Illegal access of confidential medical records 

• Failure !o mainiain medical equipment 

» Failure to comply with appropriate triage and medical treatment protocols 

Regarding the internal investigations and conduct following the deaths, 1 would ask that you 
investigale, at a minimum, the following: 

• The investtgations conducted by any entity and specifically: 

o The Tomah VA's leadership 
o The Tomah VA Police Department 

• Ihe handling of intern^ facility and law enforcement records 

• The accuracy and completeness of death investigation records and the preservation of 
evidence 

In addition, concerns have been raised regarding drug diversion ftora the fecility ai»d the role this 
has played in illegal drug distribution and use in tte area. Therefore, 1 would ask that you 
investigate the illegal distribution and use of drugs associated with the Tomah VA facility and 
the local Tomah area. 

A broad and detailed investigation of the Tomah VA will provide much needed accountability 
and information that will help us improve the delivery of timely and highest-quality care to 
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vetcnuts in Wisconsin and livoughou! the eounlry. To achieve that goal and in light of the 
severity of the allegations, ! believe the low enforcement authorities, investigative expertise, and 
independence ofihe TIS. Department of Justice are required. 


■SiiKfrely. 

Tammy Baldwin 
United State.s Senator 

t’c: Michele M. l.conhart, .Adminiairator. Drug Enforcement Administratton 
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David Houlihan MD Iowa Ethics 
Complaint and Settlement. 


1) He was still hired by the VA and 
then promoted to Chief of Staff for 
Tomah VA and all outlying clinics in 
Western Wisconsin 
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BEFORE THE BOARD OF MEDICAL EXAMINERS OF THE STATE OF IOWA 

IN THE MATTER OF A CONFIDENTIAL INVESTIGATION CONCF.RNING 
DAVID J. HOULIHAN. M.I>., RESPONDENT 
No. 02-01-1429 

SETTLEMENT AGREEMENT and FINAL ORDER 

COMES NOW' !hc‘ Iowa Hoard oi' Mcdicai l-vamiiier'i i the Hoard i. and 

David J, Houlihan. MD., (Respoiuiem). on , J 3 2003. and piirsiiani 

10 Iowa Codt; sections I'A.IIKZ) and -7:c.3<4). and enier into tins Seiilemeni 
Agrccincni and Final Order to resolve the ctniiesicd case currenilv on (fic. 

I , Hespondem was issued license number 29739 lo practice medicine in Iowa on 
Fehruarv 16. 1994, 

2 Responden('.s Iowa medical license is \ alut and will next e.xpire on l■ehrltar\ 1 , 

2(Kl4, 

3 Sunement of Cltarges was Fiieti against Respondent on June .3, 2002. iU«! is 
awaiting hearing. 

4. Fhe Board has Jurisdiction over the parties and subject matter. 
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5, On or about April 25. 2002. Respondent completed a coniprehensn c 
profesMoiial houndar\ evaluation under the direction ol' Ciene Cr. Abel, M.D. at Itic 
Behavioral Medicine Institute of Atlanta, 1401 Peachtree Street. Suite 140. Atlanta. Georgia. 

6. Within 1 4 da.vs of titc date of this Order. Respondent .shall contact Deb Artglin. 
titKirdinator, Monitoring Programs, Iowa Hoard of Medical Examiners. 400 SW S"’ Street. 
Suite C, Des Moines. lA 50309-4686. Ph. 4515-281-6491. to schedule a professional 
boundary education program, Within 90 days of the date of this Order, Respondent shall 
successfully complete an education program on physician-patient btiundaries in the practice 
oi psvchiatn under the direction of .lohn Hung, I’h.D.. at Health Psychology Consultants. 
7301 Ohms Lane, Suite 365, Edina. Minnesota. All costs associated with the boundary 
education program shall be Respondent's responsibility. 

7 Respondent shall obey all federal, slate and local laws, and all rules govemmg 
the practice of medicine in Iowa. 

8, In the event Respondent \ iolates or fails to comply with any= of the terms or 
etmdilions of this Settlement Agrceineni and f inal Order, the Board may initiate action to 
suspend or revoke Respondent’s Iowa medical license or u> impose other iiccn.se discipline as 
aiithnri/ed in iowa Code C’haplers 148 and 272 and 653 lAC 12.2. 

9. litis Settlement Agreement and Final Order constitutes the resolution of a 


contested ctise proceeding. 
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10, B\ eiijering into this Setilcmen! Aarecment and Final Order. Respondeni 
voluniaril) waives any rights to a contested case hearing cm the allegations coniained sn the 
htateineiit of Charges and waives any objections to the terms of thi.s SettlerTient Agr^meni 

1 1 , This Seltlemcni Agreement and Final Order is voluntarily submitted hy 


Respondent ut the Board For consideration. 


1 2. This Sciilcmeni Agreement and Final Order is subject to approval by the 
Board. If llic Board fails to approve this Settlement Agreement and Final Order, it shall beof 
no force or cl'fcct to either party, 

IT fhe BoardTs approval of ihi.v Settlement Agreement and Final t trdcr shall 
eonstitnic a Final Order of the Board 



fhaiv, M.D . Respondent 


Subscribed anti sworn to before me on Marrr, i y, 2003. 

Notary Public, -Slate of wisconsia 

a L . tunde 

fhis Settlement Agreement and Final Order is approved by the Board on 

f]p r ■ / ^ . 2im. 

Dale R, Moldiman, MD,. Chairperson 
knva Board of Medical F.\aniiners 
400 SW s'” Slreel. Suite C 
Ues Mi-nnes. Iowa S0.!09-4(>S6 
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BEFORE THE BOARD OF MEDICAL EXAMINERS OF THE STATE OF IOWA 

************ A* *»1»*-*llrA****'*«**ft Aw********** *'***#****■»*** *★******! 

IN THE MATTER OF A CONFinENTIAL INVESTIGATION CONCERNING 
DAVID .1. HOULIHAN. M.I)., RESPONDENT 
No. 02-01-U29 

***!••******★*' w *** ?icr s* #•'* ft * * ft*-* # W ft ft* ft ft* ft *ft * 

STATEMENT OF CHARGES 

ft«ftftftftftftftft ftftft ftft ft ftft ftftft ftft ft ftft ft* ftftftftft ft Oft ftft ft* Aft ft ftftftftftft ftftftftft ftftftft ft ftft'ftiftft ft ft ft ftft *ft 

COMES NOM' the low a Board of Medical Examiners (Ihc Board), on 
-lune 5, 2002, and liles this Suttement of Charge's against David .1. Houlihan. M.D.. 
(Rc.spondent), iv physician licensed pursuant lo Chapter 147 ofihe 2001 Code oflowa and 
alleges; 

1 . Respondent was issued license number 297 39 to practice medicine and surged' 
in Iowa on l-'cbniary Id, 1994 

2. Respondent' s Iowa medical licc-nsc is \ alid and will next expire on FebruaD 1 , 

2004. 

3. [ he Hoard has jurisdiclitin in this matter pursuant to Iowa Code Chapters 147, 


14X and 272C. 
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COUNT I 

4 Respondcnl Ls charged under Iowa Code section 147.55(3) (2001) nnd 653 
lAC sectiott 1 2,4(3 ) w ith engaging in unethical conduct w practice harmfitl nr detrimental to 
the puCIlc when he s iulaied appropriate pnifcsskmal physiclan/paiient hounUsu-ics. 

CTRCUMSTANCKS 

5, Respondem. a psychiatrist practtciiig in Unva, inappropriately hired patients 
and or tbnncr patients to pcrlbmt work for him. 

( 1 . Respondent inappropriaicK possessed patient medteations at his home, 

7 Respondent engageti tii an mappropruite social relalinnship with si patient 

R The Board rereired this mailer to a peer review committee consisting of two 

lowii licensed psychiatrists Tlie peer review committee concluded that Respondent failed ht 
maintain proper hotindtines with respect to his relationship vviih a former patient 

On this ihc Sth day of June, 2002, the Iowa Board of Medical Exnmincra finds 
probable cause to file this Statement of Charges. 

It 

Dak R. Holdiinan, M .D., Chairperson 
Iowa Board ofMedkal li.siiiiiiiicis 
4(10 SW S'" Street, Suite C 
Des Moines, lA 503(W-46il6 



243 


Media Fact Checking 


1) Enlisted DD214 

2) Officer DD214 

3) West Point Transcripts 
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Additional Information for the Record 
Provided by Ryan HonI 

! wanted to submit the following answer for the record to a great question Congressman Kind 
asked me concerning any suggestions I have related to staff better triaging eoneerns with VA 
eomplaints. 

As I pointed out in the hearing, the most important thing is for the President to nominate a new 
Inspector General that doesn't hide reports from Congress and conduets investigations with 
transparency so congressional offices don't need to get involved in the first place sinee 
employees would trust the VA IG and leadership to investigate. Getting more speeific to what 
Congressman Kind asked, I believe there are two tracks of VA complaints that a vet staffer could 
easily rank order in an excel spreadsheet for follow up. In columns, there would be basic 
information (facility name, complaint, contact info, etc). Most importantly a ranking system by 
complaint that a staffer could use the excel sort function by rank through a 1-10 number system 
or highlight with colors using red, yellow, green, etc, which can also be color sorted. 

1) Veteran complaints: examples of lowest priority sent to facility level for director response; 
veteran can't get a hearing aid, problems with compensation, etc. Most serious, Constituent had 
to wait 3 hours in the emergency room at the Tomah VA while having a heart attack - send that 
to VA Central Office/OIG 

2) Employee complaints: lowest priority for facility level example - employee got a bad review 
from their boss - send to facility. Mo.st serious would be patient harm or death, gross 
waste/fraud/abuse, etc - send to VA Central Office/OIG. 

1 use these as examples. I am sure there are more venues to send complaints and categories of 
complaints, but hopefully you see where I’m going. Of most importance is continual staff follow 
up, especially with the most serious complaints. If the VA hasn't responded, there should be a 
short time frame for response and continual regular contact until resolution with the VA and the 
constituent. The key is to translate complaints from initial contact into a data driven rank ordered 
system which is why 1 recommend excel. Staff supervisors could monitor the spreadsheet for 
follow up with the staffer to ensure accountability. 

I hope the overall concept is useful. It may be me reinventing the wheel, but with that kind of 
system I believe a lot of the problems with the staff work surrounding the Tomah complaints 
over the years could have been prevented and quite possibly saved lives. 

Again, there is great mistrust currently among veterans and employees with VA leadership. 
Therefore of most immediate concern is swiftly holding VA leadership accountable. However, if 
the IG is incompetent, even the good leaders in the VA will either stay in the dark and/or have 
reports that don’t substantiate clear wrongdoing, so replacing the IG is warranted at this time. It 
is clear whether it’s not substantiating the direct cause of deaths in Phoenix due to wait times or 
entire pharmacies calling for help in Tomah, the current IG has failed to perform his duty. Only 
the President can fix that one and only Congress through elected representation can call for 
bipartisan action. It's common sense to veterans and should be to elected leaders as well. I know 
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we're dealing with federal employees, but veterans have experienced quicker justice in the 
military where leaders are relieved of duty for actions as simple as creating harmful command 
climates. Then they enter the VA system whether as a veteran or employee and the perception is 
that acts of Congress can’t even remove leaders who have mismanaged at different levels of the 
VA. 

I'm always available for additional questions. 



249 


My name is Marv Simcakoski, 

I am Jason Simcakoski’s Dad. I want to start off by saying August 30‘*', 2014 was the 
hardest and most painful day of my life. There isn’t a day that goes by when 1 don’t 
re-live that morning. 1 regret leaving my son in his room alone that morning only to 
get a call hours later that he had stopped breathing. I can’t get that thought out of 
my head; I wish I would have been there for him. I loved my son and still do with all 
my heart and 1 miss him badly. He was proud to be a Marine and to serve his country 
and he loved his fellow marines. This is a summary of some of the important issues 
to the committee as I understand them. Over the last couple of years, Jason would 
tell me how frustrated he was with his weight problem and his lack of motivation to 
do anything. I really got to know and understand how he struggled with his addiction 
problem only to have it over fueled time and time again by the Tomah VA doctors. 

I have argued with my sons Doctors for the last 4 years about how I could see they 
were over-medding him. I was always told that 1 wasn’t their patient, even though 1 
was his Dad who truly cared about him a lot more than they did! What I would like 
to know is if Jason was their son, would they of had him on all of these Meds? And 
would they have been there, fighting for their son with the doctors, as I was with 
Jason? I would like one of the doctors to tell me how is it helping a patient when 
you give them meds to get going such as Adderall, and meds to make you tired such 
as Clonazepam, Lorazepam, Temazopam ? 1 watched Jason go up and down 
because he worked with us in the family construction business. He would be all 
hyper in the morning and then out of it in the late afternoon from all these meds that 
were killing him. When my son came home from one of his inpatient stays, the 
doctor had him on so many meds both 1 and Jason were confused by all the different 
meds he had to take. One morning, about 3 years ago his daughter informed us to 
check on him because he didn’t seem right. She was only 8 years old and knew he 
wasn’t right. So my other son Chad and I went to his house only to find him barely 
able to get up out of bed. Once he did he his skin started popping all over his entire 
body and his words echoed like this iiii cccccaaaaannnnnssssssssoooo, he started 
falling down. We called the ambulance and held him up and I kept telling him, 
“Jason please don’t die”, as we were sobbing waiting for the ambulance to arrive. He 
survived that time, and later I found out why that happened. Because his doctor sent 
him a 3 month supply of Lorazepam and he took all of them in 4 days. What made 
me mad, why would a doctor that works with patients, with addiction problems send 
a patient 3 months’ worth of Benzodiazepines?????? 

I asked my son if he took all those meds because he wanted to die? He said he never 
thought about dying. He said as he took a few of them and laid back down and pretty 
soon his mind kept fighting him and telling him he needed more and more and pretty 
soon he was taking them by the handfuls not thinking of any consequences. After 
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this happened, his doctor started doing a real good job with my son and not giving 
him the Benzodiazepines and eliminating some of the other meds. My son started 
doing a lot better and I started giving him his meds daily seven days a week. He 
seemed a lot better. He was working every day starting to lose weight and was 
feeling better. Then one day about 1 year ago his little dog that he loved got run over 
by a car right in front of him and shortly after that an old friend he knew died and he 
started to unravel, I took him back to the VA and he had a new inpatient doctor. My 
wife, Jason and I, met with her and discussed my sons treatment plan. She told us 
that he didn’t need all the meds and she was going to take him off most of them. 
After we left that day, we were happy. My wife and I thought she was going to be 
great doctor, she understood. My son stayed there for 3 months. Towards the end 
of his 3 month stay in 2014, he was doing real good until his doctor put him on a new 
drug, Geodine, then everything started to spiral downhill. His anxiety level went 
way up, he couldn’t sleep, he started having bad thoughts, he told his doctor of all 
these issues, and that he didn’t want to take the medicine anymore. She told him if 
you don’t take it, you will be discharged the next morning. So he kept taking it until 
he couldn’t take it anymore. He pulled the fire alarms and went crazy then his 
doctor was going to put him in a lockdown for 2 months for it. My son made a good 
point to me, he said, “Why am I getting punished for something she made me take? 
Dr. Davis then gave my son the option of going to the Madison facility or into the 
lockdown at the Tomah VA. He did not want to go into lock down, so he was 
transferred to Madison that same day. He was told there that he was over-medded 
on Valium and on the Geodine, and that the Geodine can make people crazy like 
what happened to my son. They released him the next day only to have him come 
home and try to wean down on these meds on his own, which I know is next to 
impossible. After being home for about two weeks, my son still couldn’t do much 
more than get out of bed and eat so I took him back to Tomah VA the day after my 
father’s funeral. And by the way, my son wasn’t even able to attend his 
grandfather’s funeral because of the withdrawals; he was supposed to be a 
pallbearer. He told me on the way down to Tomah that if he could be like anybody he 
would like to be like his brother Chad, because he was normal and didn’t have all of 
these daily struggles like him. The last two weeks that Jason was in Tomah, he was 
doing ok until his doctor put him back on Geodine. He sent me a text 4 days before 
he died and told me he couldn’t take it anymore he was going crazy and he reached 
out to me to help him. I called to various offices above his doctor and my son called 
me back and said within two hours someone was helping him. I met with his doctor 
the next day on Thursday with my son and a patient advocate. When we all sat down 
in the room his doctor turned and pointed to me and said that I caused her a lot of 
trouble. She said she spent 2 ‘A hours in meetings because I went over her head and 
said she could have been taking care of my son. She also said I may know how to 
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build houses and pound nails but I don’t know anything about taking care of my son. 
This really hit me hard to have his doctor tell me I don’t know my son and I caused 
her a lot of trouble for trying to help my son who needed my help. The reason I 
called over her head is that my son wasn’t receiving the care from here he needed. 
He had to write notes to the nurses to give to his doctor because she wouldn’t come 
see him! Jason called me the night before he died and wanted me to bring his truck 
that next morning, he was doing a lot better. He was all excited about coming home 
that following Monday, for his daughter’s birthday that week. I told him I would be 
there before 9:00 am. His wife, daughter and I arrived there before 9:00am. 
Usually when I come to see him he is waiting outside or upstairs on his floor for us, 
but this time there was no Jason. I went to the nurse’s station and asked where he was 
and they said he was in his room with a migraine, which was strange because he 
never had a migraine before. So we went in his room and he was lying on his side 
with his hand on his head. I asked him what was the matter and when he started to 
talk I couldn’t understand him because they had him so medded up. I went to the 
nurse’s station and asked them why he was so medded up and the nurse told me he 
will be fine in a couple hours. That they gave him another med for a migraine. This 
med did not show up in his autopsy report this was Fioricet. I went back to his room 
and we stayed a little longer, he waived us off to go and he went back to sleep. We 
left not knowing that we would never see him alive again! Then about 5 hours later I 
get a call from the VA that my sons breathing stopped. They were working on him 
to try to resuscitate him but it was too late. He never got to drive his truck or come 
home for his daughter’s birthday. Then I find out he was on all of these meds, when 
the doctor told us she was going to be taking him off most of them, I think that was 
insane. And later I find out they had my son on pain meds (Tramadol) and sent him 
a bottle of 50 to his house. So why do you put someone with an addiction to pain 
meds on pain meds? I can’t begin to tell you how angry that makes me! I would 
like one of these doctors to tell me how mixing all of these drugs they had my son on 
was going to do him any good! Why doesn’t the director of the VA facility take the 
blame for all of this, isn’t he in charge? I’m an independent contractor in the 
Stevens Point area and when anyone that works under me on my jobsite does 
something wrong, I am responsible because I am in charge. If this facility will not 
take responsibility for its wrong doing, then I think this system is totally screwed up. 
I think all who had a part in my son’s death should be held accountable, if they aren’t 
then what kind message are we sending? It’s not ok to have a patient die in the 
mental health ward, because of being over medded by the doctors and no one is at 
fault. If after today’s hearing, nothing major gets changed, then I think people will 
lose faith in our Government. Let’s not let all of this fade away, let’s make some 
historic changes that we can all be proud to be a part of Give these veteran men 
and women a fighting chance for a bright future instead of a cloudy one from being 
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over medded so they know what it feels like to be normal. I think this is going to be 
a great chance to have all government parties’ work together to show the veterans 
they all really do care. After all, these people should be the most important priority 
to all of us because they are the real life heroes of this country! I am proud my son 
was veteran and he will always be my HERO!!!! 
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statement of Heather Simcakoski 

"Tomah VAMC: Examining Quality, Access, and a Culture 
of Overreliance on High-Risk Medications" 

March 30, 2015 

My name is Heather Simcakoski. I am the wife of Jason Simcakoski and mother of 
our 12 year old daughter Anaya Simcakoski. 

Jason and I met 13 years ago, while both serving in the Marine Corps together in 
Hawaii. After the Marine Corps I moved from my hometown in Ohio to Wisconsin; 
Stevens Point is Jason's hometown and where he had dreams of one day taking 
over his family business - along with so many other dreams for our future! 

Even when life seemed impossible and we questioned ourseives - we always found 
the strength and love to work through it. Neither of us could ever give up on each 
other or our marriage. Our daughter Anaya has been cheated out of every Father's 
Day, having a father at her soccer games, having her dad to walk her down the 
aisle one day, and most importantly she was cheated out of his unconditional love, 
support, and guidance in life. 

Jason was not only my best friend and husband - he was my family. When my 
mother passed away three years ago; the same day I was diagnosed with cancer 
(leaving me with no parents) he was the one that was there for me during the most 
difficult times in my life - he was my rock, 1 could always count on his love. He 
drove 9 hours in the middle of the night to be by my side during emergency 
surgery. He is the person I called when I had something to talk about; whether it 
was good or bad - he was always the person I talked to - that has been taken from 
me. During treatment, I never had to question if he would leave, he loved Anaya 
and me unconditionally. Jason was a good person with such a good heart and was 
taken far too early from us - this is not how he deserved to lose his life. 

Because of the treatment Jason received at the VA, the only family I had here - 
aside from our daughter was him and I still do not know that we will ever find 
peace; because, in my heart I know he should still be here with us today. Anaya 
and I lost more than a husband and a father; we lost part of ourselves - a part that 
I don't know if you ever get back. 

With this, it is so heartbreaking to know that someone with such love and passion 
for helping others has been taken from Anaya and I - and I truly believe in my 
heart that he would be here today if he had the proper treatment. 

I have so many questions, which I hope to find answers for. 

I would like to understand why/how Jason's police reports "disappeared?" There 
are reports that were made to DR Houlihan, the Tomah VA, the Tomah City Police 
Department as well as the FBI - regarding patients selling their prescriptions back 
in 2013- making so much money that they had saved enough to put a down 
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payment on a house. Thankfully I have voicemails and text messages between 
Jason and the officers - otherwise I am not convinced anyone would be listening to 
this point today. I would like to understand who is responsible for these reports, 
where they are, and why no one did anything with the reports? 

Additionally when you are managing someone with addiction to prescriptions - or 
anyone for that matter, once they are admitted into inpatient care - why do they 
still continue to receive medication by mail - the same medications they are 
receiving while at the facility? 

I also have concerns about the way Jason was treated by the DR as a patient when 
he complained that his medication was making him uncomfortable one evening. He 
knocked on the physician's door and she opened it and slammed it shut in his face. 
He was not a prisoner nor was he in boot camp any longer - he is a veteran of who 
was willing to sacrifice his life every single day for each and every single one of us - 
including those treating him, and to know that this is how they treat their patients 
is devastating and completely unacceptable. 

Also, living with Jason I was able to see the long term impact of all of the 
medication. I would see him falling asleep while he was eating, driving on the 
median, slurring his words, unable to work, sleeping 18+ hours a day. Jason did 
not even realize his behavior was so erratic at times that there were instances 
where I would have to video record it and show him later so he would see what I 
saw. I would like to understand how a DR can prescribe 14 different medications 
and know which ones are and are not working. 

When you have that many medications in your system - your mind is altered. At 
that point, I question how a patient could even articulate to a DR what "normal" 
feels like anymore. ...Especially after mixing and matching (in my opinion) - 
experimenting with medication on our veterans - my husband. 

I would like to also understand why alternative treatments were not tried for Jason? 
After years of prescription treatment he was not rehabilitated. Does the VA only 
believe in treating addiction by replacing one addictive medication with several 
others? I personally do not consider this success. 

They did not just take away a person - they took away a hero, a friend, a husband, 
a father, a brother, and a son. 

Everywhere we go and everything we do - there are constant reminders of Jason's 
life and it is so unfair to him and every single veteran out there to think that this is 
the type of treatment that is acceptable. 

Veterans whom are willing to sacrifice their life for you (everyone in this room and 
country) - they deserve so much more than second class healthcare. They should 
be proud to walk into a VA medical center to receive care; it should be world class 
treatment - not a last resort for those with no alternate health insurance. This 
should be the last place cuts are ever made on spending. 
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I believe our family and every single veteran deserves answers and there should be 
significant strides made to rebuild the trust of all veterans - that they can trust that 
they will receive the highest quality healthcare from the VA - regardless of the cost. 
I also feel we all deserve to know how to push for change effectively. I say this 
with no sarcasm intended, but currently it seems the only way to get anyone to do 
the right thing is to involve the media. I ask myself today - if they had not reported 
on this story, would anything ever change at the Tomah VA? I would like to 
understand how processes can be put into place to ensure there is accountability 
without such extreme measures. 
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Candace Delis 
Prepared statement for: 

Senate Committee on Homeland Security and Governmental Affairs and the House Committee on Veterans' Affairs 
on March 30, 2015. 

50 years is a long time to keep a secret, 

My father, Thomas Baer, was drafted and served proudly in the US Army until he was medically discharged with a 
service connected mental health issue. Between the time he left the Army in 1965, until his death in January, 

2015, he was treated off and on and hospitalized at several VA hospitals, One was Fitzsimons Army Hospital in 
Aurora, Colorado, which is now closed. Another was the St. Cloud, Minnesota VA Hospital. The most recent - and 
the last - was the Tomah VA. He was hospitalized and treated twice in the inpatient mental health unit at the 
Tomah VA, once in 1970, shortly after he met my mother, and again in 1982. 

He and my mother remained silent about his illness. Even keeping It from me until I was In my late teens, in an 
attempt to protect me from the realities they both dealt with daily. Until today, aside from me, my mother, and a 
handful of close friends, no one other than his doctors knew of his struggle. Because there was, and still is (maybe 
to a lesser degree), a stigma that goes along with mental health issues. A stigma that causes feelings of shame, 
fear, and hopelessness. A stigma that leads to blame, discrimination, and misrepresentation in the media. That is 
why I have not spoken in detail about this until now. 

My father was treated at Marshfield Clinic Marshfield Center on Friday, January 9‘^ 2015, for a bronchial infection. 
He was prescribed steroids as well as an antibiotic. Over the course of the weekend, his behavior had changed and 
he was restless, confused, and dizzy - symptoms related to his mental health issues, and symptoms that can be 
triggered by steroids. So on January 12'^ we tried to make an appointment for him to see his regular provider at 
the Marshfield Clinic, but were unable to do so due to scheduling. My mother and I discussed it with my father, 
and he felt as though he may need to be hospitalized, so we called the Tomah VA. We explained the symptoms 
that we thought were mental health related, as well as the symptoms of the bronchial infection, which included 
trouble breathing, and the fact that he also had COPO. We were told we could bring him down and he would be 
evaluated. 

There is an important point ! would like to make. We have been questioned by cowardly, anonymous Tomah VA 
employees on news websites and on forums. One of which hid behind the screen name "TomahRN". These 
employees disingenuously ask, "Why didn't you take him to the local hospital?" Here are our reasons why: first, 
trust; second, fear; and third, duty. 

First, we trusted the VA nurse who told us to bring him after we told her his symptoms. We trusted her medical 
knowledge and training, and believed she would tell us to go elsewhere if it sounded like his symptoms were life- 
threatening or that VA could not treat him there. We trusted that she was confident the Tomah VA could treat my 
dad in a compassionate and competent manner after driving 60 miles. 

Second, we feared VA would stick my parents with the medical bill. When the nurse told us to come in, we were 
required to come in under implicit threat that my parents would bear the burden of enormous medical fees. You 
see, in the 90's, my dad had a simitar emergency. My parents made the mistake of seeing a community doctor with 
no prior approval during the emergency and VA stuck my parents with a bill for thousands of dollars. 

Third, and most important. Veterans Affairs has a duty to competently treat our nation's veterans in exchange for 
our veterans fulfilling their duty to protect our country. My dad was entitled to competent care and VA had a duty 
to provide it. I would not be here today if VA fulfilled Its duty to my dad. 

I have thought long and hard about those anonymous, public jabs at our grieving family from Tomah VA 
employees. Shame on you, whoever you are, because our trust in Veterans Affairs, and in you to fulfil! your duty, 
is what killed my dad. 
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Here is how it happened. 

We arrived at the Tomah VA Urgent Care at approximately 11am. When we checked in^ I explained my father's 
symptoms and the urgency of his need to be seen. It wasn't until nearly 2 hours later, when he slumped over in 
the wheelchair he had been sitting in, that we were seen. He was unresponsive for several minutes. While they 
were trying to speak to him, I kept telling them I thought he had a stroke, since his left side was limp he was 
leaning in that direction, and he was unable to speak. They told me he was fine because his vitals were normal. I 
asked them again to please do whatever tests they could to see if he had suffered a stroke. ! was told that they 
were too busy, and since at the time was again able to speak and respond (although barely, and not 
understandably), they were going to put him in a room until someone was able to evaluate him. 

They did an EKG (1 had to help the technician fix the machine because the paper had jammed and she didn't know 
how to fix it) and chest x-ray - but no tests relating to stroke, even though I had asked repeatedly. Approximately 
45 minutes had passed and my father stated he needed to use the bathroom. The nurse got him up on the side of 
the bed, and my mom and I went outside for a few minutes to give them privacy. When we came back, no more 
than 5 minutes later, we came into the urgent care to hear the nurse screaming for someone to help her. We 
could hearherattheendofthehali, just past the nurses station where there were other staff, but no one moved 
to help. As my mother and I ran down the hall, we came into the room to see my father half in a chair, half on the 
floor, completely unresponsive, his left side again hanging limp but worse than the first time. The nurse was trying 
to get under him to get him back into the chair. My mother was screaming and I went to get someone to help. 
Finally, two other nurses came in and helped him back in the bed. 

According to their website, out of the 94 doctors and nurses, the Tomah VA has one doctor that is board certified 
in emergency medicine.^ This doctor is Dr. James Patterson, the doctor who was working in the Urgent Care that 
day, and the doctor who treated my father. Dr. Patterson said my father had suffered a massive stroke and told 
the nurse that a CT was needed. The nurse replied with "we can't, CT is down". Dr. Patterson said he would need 
to be transferred to another hospital, because they were not able to properly treat him there. I asked about the 
dot busting drug for strokes, but he said they could not administer the drug without first doing a CT scan. 

They told us they were going to med flight him to Gundersen Lutheran Hospital in LaCrosse, Wisconsin, A few 
minutes later, they came back saying there were no helicopters flying, but they would not tell us why. it seemed 
completely strange to us since it was a dear day with no wind. We were then told he would be taken to LaCrosse 
via ambulance, An ambulance that they were intercepting -it was originally on its way for another patient who 
was having a possible heart attack. 

When we arrived at the emergency room in LaCrosse, the doctors indicated that he should have been given the 
dot busting drug at Tomah and they could not understand why he was not, nor why he was not flown to the 
hospital, A CT scan was done immediately and surgery performed to remove the dot from his artery, but my 
father never regained consciousness. 

Tuesday morning, January 13*^ my mother was told by a social worker at the hospital that the VA would be paying 
for all of my father's medical care at Gundersen Lutheran as well as any rehab that would be needed. But my 
father never left the hospital alive. When they did another CT scan on Tuesday evening, they indicated he had 
likely suffered another stroke and had a brain bleed. After long discussions with doctors at Gundersen Lutheran 
about his prognosis, my mother and 1 decided to remove any life sustaining equipment, and at 4:20pm on 
Wednesday, January 14 '^, my father died, at the age of 74 . ^ 


^ Tomah VA Medical Center Website -Our Doctors http://www.tomah, va.gov/providerinfo/index.asp 
^ Thomas Patrick Baer Obituary 

http://www. legacy. com/obituaries/m arshfieldnewsherald/obituarv.aspx?pid=173936994 
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!n 1982, when I was 7, i travelled to Tomah to the VA hospital with my mom to visit my dad at the inpatient mental 
health unit. We did this on several occasions, ! am told, but I only have one memory, I remember being on an 
elevator inside the hospital with my mom and the doors opening between floors to a brick wall. Who knew that 32 
years later I would be facing another brick wall of sorts - again at the Tomah VA. 

We are left with so many unanswered questions, and the VA has been anything but "transparent". 

Most people in Healthcare Facilities (including receptionists) are trained in Stoke Recognition and Response. They 
have badges that identify symptoms and have stroke protocols. Why did the staff seem completely unfamiliar with 
the symptoms of a stroke, many of which my father exhibited during the first episode in the waiting room? ^ 

• Sudden numbness or weakness of the leg, arm or face 

• Sudden confusion or trouble understanding 

• Sudden trouble seeing in one or both eyes 

• Sudden trouble walking, dizziness, loss of balance or coordination 

• Sudden severe headache with no known cause 

Why did Dr. Patterson wait until after the 2nd stroke to even suggest a CT scan? Had he suggested it after the 
initial stroke, maybe my father could have been moved to a better equipped facility more quickly. 

Why was the CT machine "down" and for how long had it been that way? 

Why did they choose to send my father 47 miles to Gundersen Lutheran Hospital in LaCrosse, instead of Tomah 
Memorial, which is 2 miles away from the Tomah VA? Tomah Memorial is equipped to handle stroke patients. 

Why were they unable to fly him to LaCrosse? 

When we arrived at Gundersen Lutheran, we were told that the clot busting drug should have been administered 
within 1 hour of the first stroke symptoms by their neurosurgeon. Why didn't Dr. Patterson or the nursing staff 
treat my father's case with more urgency? 

We asked many of these questions after our interview with Dr. Wesley and his team from the Inspector General's 
office on February 19*^ We have yet to receive any responses other than their assurance they are "working on it". 
We have also asked for information from Leah Finch, the Acting Privacy Officer, on March 6*^ and again on March 
17'^ because she claimed to have not received our request, and as of today, we have yet to receive it, 

The fact that my father, a man who proudly served his country, sat for almost 3 hours in the waiting room of the 
Tomah VA's "Urgent Care" department is completely unacceptable. Had they done something as simple as a CT 
scan at Tomah, the outcome may have been different. My mother has lost her husband of 43 years, her partner, 
and her best friend. My 10 yr. old step-son has lost his grandpa. And i have lost my father. The man who taught 
me love, compassion, and honesty. The man, who no matter what, always had time for me, and the man whose 
words made me fee! as though I could accomplish anything. 


^ American Stroke Association - Stroke Warning Signs and Symptoms 

http://www-strokeassociation.org/STROKEQRG/WarningSigns/Learn-More-Stroke-Warnine-Signs-and- 
Svmptoms UCM 451207 Article.isp 

^ Tomah Memorial Hospital - Medical Services http://www.tomahho 5 pital. 0 rg/content/d etail,cfm?pageid= 19 
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I am ashamed to live in a country where men and women are sent to fight wars where they suffer horrible injuries 
and mental trauma and when they return, instead of being rewarded for their service and treated with respect, 
they are ignored, neglected, and left to die. Like the other families here today, 1 am tired, and 1 am grieving, but 1 
will continue to fight for justice for my father and other veterans. I want to do whatever i can to ensure that no 
other family has to go through what we have gone through, i want to be proud to be an American again, but 
without drastic and immediate change at the Tomah VA, I don't know if that is possible. 

Many friends and family have asked what we will do now. We will fight back - both in the courtroom and in the 
court of public opinion, This morning, we filed an SF'95 claim with VA and intend to sue while getting the word out 
across the nation. We are represented by the leading independent Journalist and attorney fighting for veterans 
across the country, His name is Benjamin Krause. My dad's death will not go unnoticed and VA's treatment of him 
will not be forgotten. 
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Attachments; 

1. Request for SPAR (Sensistive Patient Access Report) dated 2/27/15 

2. Letter from Cheryl Starkey and SPAR dated 3/2/15 

3. Emails dated 2/20/15 and 3/12/15 to Stephanie Henset (DIG) and response from Stephanie 
Hensel (DIG) dated 3/12/15 

4. Email dated 3/13/15 from George Wesley MD (DIG) dated 3/13/15 

5. Fax & Request for Federal Records toTomah VA Privacy Officer (Leah Finch) dated 3/6/15 

6. Fax cover sheets to Cheryl Starkey & Leah Finch dated 3/17/15 

7. Fax delivery confirmations for faxes sent 3/6/15 and 3/17/15 
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February 27, 2015 


RE: SPAR report for Thomas Patrick Baer 


To Whom It May Concern: 


I am requesting the SPAR (Sensitive Patient Access Report) report for my deceased husband, Thomas 
Patrick Baer, from the dates of 1/12/15 through the present. His DOB is 7/18/1940 and the last 4 digiu 
of his SS^ are 6701. This report can be mailed to me at my home address, if 1 do not receive the report 
before March 12, 2015, 1 will be coming to the Tomah VA with my attorney to pick it up. I am enclosing 
a signed authorization to release medical records or health information. Please feel free to call me with 
any questions. 


Thank you 


Suzette Baer 

114 West A'" Street 

Marshfield, Wl 54449 


715-486-9580 
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DEPARTMENT OF VETERANS AFFAIRS MEDICAL CENTER 
Tomah VAMC 
6(K) E. Vatoram StTMt 
Tomah, WI$4S60 


March 2, 2015 



Dear Mrs. Baer. 

This letter is irr response to your request for a Sensitive Patient Access Report 
(SPAR) on your deceased husband’s medical records from January 12, 2015 to 
present 

A copy of the SPAR report is enclosed. 

if you should have further questions in regards to this SPAR report please 
contact: Leah Finch, Acting Privacy Officer at 608-372-6144. 

Sincerely, 

Cheryl Starftey ^ 

Chief Health Infonnation Management Section 


Enclosure 
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Baer Thotnas.record accessed report 
device; home// Linux Telnet/SSH Right Margin: 80// 


Sensitive Patient Access Report for 3AN 12,20iS to FEB 27,2015 

Run Date ; FEB 27, 2015910:29 social sec Nun: 

Patient Name: baer. THOMAS p Date of Birth : 


Page: 1 



USER 

DATE ACCESSED 

OPTION/PROTOCOL USED 

INPATIENT 

NUTTIMG.JULIE A RN 

FEB 

25. 

2015908:27 

CPRSChart version 1. 

NO 

LANE-BELCHER .TRACEY 

FEB 26, 

2015912:46 

CPRSChart version 1. 

NO 

SEITZ, 3AMES 

FEB 

25, 

2015914:30 

Capri GUI CBroker) 

NO 

HAYDEN, 3ENELLE A RN 

FEB 

26, 

2015909:35 

CPRSChart version 1. 

NO 

HENDRICKSON, SCOTT D 

FEB 

27, 

2015908:03 

CPRSChart version 1. 

NO 

QUEZADA, 3AIME 

FEB 

26, 

2015915:14 

CPRSChart version 1. 

NO 

HSI.AMY M 

FEB 

26. 

2015914:09 

CPRSChart version 1, 

NO 

PALAZZOLO , CHRISTINE 

FEB 

26, 

2015912:57:10 

Expand Entry 

NO 

PALAZZOLO, CHRISTINE 

FEB 

26. 

2015912:57 

Appointment wanageme 

NO 


Select Security officer Menu Option: 


page 1 
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tot ^3 

Re: [EXTERNAL] Questions & links 


Close 


From: Hensel, Stephanie (OIG) (Stephanie.Hensel@va.gov) 
Sent: Thu 3/12/15 2:07 PM 
T o: Candace Baer (kitana6@hotmail .com) 


Thank you for emailing. We will release our findings when we have finished our work, We are 
working as quickly as we can. Stephanie 

From; Candace Baer 

Sent; Thursday, March 12, 2015 8:04 AM 
To: Hensel, Stephanie (OIG) 

Cc; ben@benjaminkrauselaw.com 
Subject; RE; [EXTERNAL] Questions 8i links 


Hi Stephanie, 

Tomorrow will mark 3 weeks since my mother and I sent you the questions below. We have 
not heard anything from you since we submitted my father’s medical records on February 25, 
2015. Could you give me a timeline as to when we can expect answers to any or all of our 
questions? 

Thank you 

Candace Delis 

> From; Stephanie.Hensel@va.gov 

> To; kitana6@hotmail.com 

> Date; Fri, 20 Feb 2015 15;49;09 -0600 

> Subject: Re: [EXTERNAL] Questions & links 

> 

> Thank you. 

> 

> From: Candace Baer 

> Sent: Friday, February 20, 2015 7;50 AM 

> To: Hensel, Stephanie (OIG) 

> Cc: ben@benjaminkrauselaw,com 

> Subject; [EXTERNAL] Questions & links 
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> HI Stephanie, 

> 

> Thank you for taking the time to listen to my mother and I yesterday. Below are a list of 
questions we have. 1 have included the link to the news story, the comments are at the bottom 
of the transcript - I've included 3 of the most troubling comments. Please let me know if you 
have any further questions for us. 

> 

> Candace Delis 

> 

> 1) How long was the CT Scan machine out of order? Can we get a copy of the work order? 

> 

> 2) What caused the delay on Jan 12 that made the machine unavailable even at 4pm? 

> 

> 3) Was the facility helicopter out for maintenance, too? Can you get a copy of the flight 
records? 

> 

> 4) According to the Tomah VA website, of the 94 doctors and nurses on staff. Dr. Patterson, 
the doctor who treated my father, is the only one who is board certified in emergency 
medicine. Why was he unaware of the symptoms of a stroke? 

> 

> 5) The symptoms of a stroke are: 

> ■ Weakness or numbness or paralysis of the face, arm or leg on either or both sides of the 
body 

> • Difficulty speaking or understanding 

> • Dizziness, loss of balance or an unexplained fall 

> • Loss of vision, sudden blurring or decreased vision in one or both eyes 

> • Headache, usually severe and abrupt onset or unexplained change in the pattern of 
headaches 

> • Difficulty swallowing 

> My father had all of these after the first episode in the waiting room, and they are noted in 
his records. Why did the staff not treat this as a VIA (mini-stroke) immediately? We were told 
that since he “came out of it", that they would just put him into a room because they were 
"very busy". I pleaded with them to do whatever tests they could because I felt he had 
experienced a stroke. Why were my concerns dismissed when the symptoms were so obvious? 

> 

> 6) Why did Dr. Patterson wait until after the 2nd stroke to even suggest a CT scan? Had he 
suggested it after the initial stroke, maybe my father could have been moved to a better 
equipped facility more quickly. 

> 

> 7) Why wasn't the decision made to send my dad to Tomah Memorial? 
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> 8) When we arrived at Gundersen, we were told that the clot busting drug should be 
administered within 1 hour of the first stroke symptoms by their neurosurgeon. Why didn't Dr, 
Patterson or the nursing staff treat my father's case with more urgency? 


> 9) Most people in Healthcare Facilities (including receptionists) are trained in Stoke 
Recognition and Response, They have badges that identify symptoms and have a Code Stroke 
protocols. Will the Tomah VA be trained in stroke treatment and prevention? Can I get a copy 
of VA training for stroke? 

> 

> 10) Who is able to access my dad's medical records at this time? And for what reason? Our 
concern, based on public comments we have seen by people claiming to be VA employees, is 
that people/employees have been accessing his records unnecessarily. As we see it, this is a 
violation of the strict guidelines set forth by HIPAA, given the fact that my father is no longer a 
patient at the facility. We picked my dad’s records up from the Tomah VA on February 5th, 
2015. We see no reason for anyone to be accessing those records beyond that date, outside of 
the OIG for their investigation. We would think that the VA would frown on, or at the very 
least, discourage, it's employees from making disparaging and inflammatory remarks in a 
public forum toward a grieving family. 



> 


> Here are three specific comments, two which come from someone who clearly identified 
themselves as an employee of the facility (Tomah RN) - 1 don't know how anyone other than 
an employee (or possible a few patients) would know that it is only a 4 bed urgent care. We 
certainly did not know that. The same goes for the comment about it being a 99% psychiatric 
hospital: 


> Tomah RN • 4 days ago<t 


> 

> I wish the press would do some serious fact finding before they encourage articles like this. I 
understand how hard it is to lose someone you love, but this story is based on emotion and 
not fact. Ask Ms. Delis to release her fathers medical records to the press, including those from 
GLH. I am the first to point fingers at Dr. Houlihan and his harem, and agree 100% with the 
allegations aginst him, but this story borders on slander. How many hospitals did they drive 
past that have ER's? only to come to a tiny 4 bed URGENT CARE? What services do UC's 
normally have access to? People need to get the facts before they make allegations that are 
totally false! 
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> So you blame a 4 bed URGENT CARE facility for not having the medications only a hospital 
that has an ICU and specialists can have? You blame a little hospital that is 99% psychiatric for 
doing the very best they could with what they had to offer? Please be honest and tell the 
whole truth. I'm truly sorry you lost your father, the circumstances were crappy but no one's 
fault. 



> No one is missing the point at all....ask away. Investigate with any and all internal or external 
agencies that want to- have at it. Speaking from personal experience, the VA goes above and 
beyond for our nations heros, as they should. The problem comes in when people expect more 
than a hospital such as Tomah can give. 

> Just an FYl 

> 

> Tomah VA is a psychiatric/gero psychiatric facility with almost 300 beds, 15 are medical beds 
and there is a 4 bed urgent care. There is a small hospice unit and a rehab unit for veteran's 
who need help after surgery or after being sick until they are strong enough to go home. 

> There are NO specialty services (other than mental health), No cardiology, no emergent 
neurology, and no MR! machines at the Tomah VA. CT machines break, computer programs go 
down. It's an unfortunate circumstance but I'm sure the Tomah VA is not the only place that 
has ever experienced this. 

> Why come to a facility with so few services when you are so close to and drive by specialty 
services? 

> I happily serve my veteran's every day with the utmost respect and take great pride in doing 
so, and I believe that 99% of the people I work with do and feel the same. 

> VA care is free to the veteran's who qualify, yes, insurance pays first, if they have it. Some 
veteran's have co-pays but even those are minimal compared to outside insurance companies, 
I can promise you that if you seek outside medical care with private insurance, you WILL NOT 
receive the same level of care that you get at the VA. Insurance companies limit what they will 
pay for, such as lab tests, imaging studies and hospitalizations. The VA does not. 

> The Tomah VA has come under scrutiny because of the brilliant David Houlihan aka "the 
candyman". Now people will be coming out of the woodwork trying to collect off of the 
ignorance and greed of one little man. 
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> 11) Will VA write a formal apology to my mother? When can we expect it? 
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Print 


Close 


Review of Care at Tomah, Wisconsin VA Medical Center 


From: Wesley, George MD (OIG) (Qeorge.Wesley@va.gov) 
Sent: Fri 3/13/15 1:06 PM 

To: 'kitana6@hotinail.com' (kitana6@hotmail.com) 

Cc: Hensel, Stephanie (OIG) (Stephanie.Hensel@va,gov) 


Dear Ms. Delis, 

I am writing to respond to your email of yesterday (March 12, 2015) to Ms. Stephanie Hensel. I want 
to reassure you that OIG is working very hard to address the allegations made and concerns expressed 
about your late father's care at Tomah VAMC when we met with you and your mother via telephone 
on February 19, as well as in your February 20 via email. 

At this time, 1 am simply unable provide you with further information, other than to again assure you 
that a tremendous amount of work is going into addressing the issues you and your mother raise. 

Thank you very much. 

Respectfully, 

George Wesley 
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Suzette Baer 
Candaice Baer-Delis 
114 W. 4"' 

Marshfield, WI 54449 
March 6, 2015 
Tomah VA Privacy Officer 
Re: Request for Federal Records 
To Tomah VA Privacy Officer: 

Consider this a FOIA/PA request concerning the investigation into the death of Thomas 
Baer. Please mail me responsive records on CD-ROM to my home address. 

1. My daughter and I seek electronic mail records (Microsoft Exchange; Dept, of Veterans 
Affairs MX Servers) as outlined below from January 1, 2015 to present. The names of 
accounts is explained below. Please speak with the chief information officer at your 
location or VISN 12 to get instructions if you arc uncertain how this works. 

2. We seek copies ofThomas Baer’s VistA file from January 1,2015 to present. 

3. We seek copies of his CPRS file from January 1, 2015 to present. 

4. We seek copies of all other communications sent or received about this matter with Dept, 
of Veterans Affairs, Senator Tammy Baldwin’s office, Senator Ron Johnson’s office, or 
VA OIG related to investigation into the death of Thomas Baer or his living family 
members Suzette Baer or Candace Baer-Delis from January 1, 2015 to present, 

5. We also seek the maintenance log and flight log of the helicopter from January 1 , 201 5 to 
present. 

6. Wc also seek an updated SPAR report from January 1 , 201 5 to present. 

7. We also seek the maintenance log and related documents of the CT Scan machine from 
January 1, 2014 to March 1. 2015 . Please be sure to include copies of records back to 
through all of 2014. 

8. We seek facility policies that will be explained below in effect January 1, 2015 to 
present. 

9. We seek facility contracts with other medical facilities expltuned below in effect from 
January I, 2015 to present 


USPS TRACKING # NONE 
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FOIA / Privacy Act Request 

Veteran; Thomas Baer 

Date: 03/06/2015 

Page 2 of 4 


Here is a list of names of VA employees we seek copies of electronic mail 
communications related to Thomas Baer, Suzette Baer, Candace Baer-Delis and any reasonable 
deviation of ovir names including just the last name Baer 

1. Wendy Lyden 

2. James R. Patterson 

3. Sandra K. Hernandez 

4. Jeffrey M. Olsen 

5. Cynthia M. Clay 

6. Julie A Nutting 

7. Tracey Lane-Belcher 

8. Jenelle A Hayden 

9. James Seitz 

10. Scott D. Hendrickson 

11. Jaime Quezada 

12. AmyMHsl 

13. Christine Palazzolo 

14. Stephanie Hensel 

15. George Wesley 

16. Leah Finch 

17. Cheryl Starkey 

18. Jane Mello 

19. Amber J Schmidt 

20. Timothy J O'Connell 

21. Clement J Zablockl 

22. Julie Burton 

23. Joseph Lehner 

24. Mario V. DeSanctis 

25. Jeffrey L. Evanson 


USPS TRACKING# NONE 
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FOIA / Privacy Act Reque$t 

Veteran: Thomas Baer 

Date: 03/06/2015 

Page 3 of 4 


26. Katherine ). Pica 

27. Carlo A. Piraino 

We also seek copies of Federal records of certain hospital policies in effect at Tomah VA 
Medical Center from January 1, 2015 to present in all versions and updates since that date. 
Please conduct a broad search on relevant policies, directives, handbooks, etc., that provide 
guidance for the follow: 

• Urgent Care Policy 

• Patient Intake Policy 

• Radiology Policy 

• CT Scan Repair Policy 

• Care of Critically 111 Policy 

• Patient Transfer Policy 

• Helicopter Transfer Policy 

• Progress Notes Policy (CPRS and/or VistA and/or Paper Notes) 

• Stroke Policy 

We also seek a copy of all contracts in effect at the time of Thomas Baer’s admission to 
Tomah VA with Wisconsin hospitals for fee basis, non-VA health care including Marshfield 
Clinic, Gunderson Health System, Tomah Memorial Hospital. 

1 will pay reasonable fees associated with duplication of these records onto CD-ROM. 
Send the CD-ROM to the address in the header of this request, Suzette Baer, 1 14 W. 4'*', 
Marshfield, WI 54449, 

Please scan the records into PDF files and provide them in electronic form via CD ROM 
and charge reasonable duplication fees associated with it. Please EXPEDITE THIS REQUEST 
as the records related to health care matters. 

Please note that this request for documents is being made pursuant to the Privacy Act, 5 
U.S.C. § 552, and the Freedom of Information Act (FOIA), 5 U.S.C. § 552a, as well as 38 
C.F.R.§1.550 and 38 C.F.R. § 1.577. Your agency has a duty to satisfy this request within 
TWENTY (20) DAYS of the date of this request pursuant to 5 U.S.C. § 552 (a)(6)(A)(2)(i). 

Additionally, although an extension of time to respond may be requested, it may only be 
granted for “unusual circumstances." “Predictable agency workload” is not typically considered 


USPS TRACKING# NONE 
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FOIA ! Privacy Act Request 

Veteran: Thomas Baer 

Date: 03/06/2015 

Page 4 of 4 


an unusual circumstance as stated in 5 U.S.C, § 552(a)(6)(CXii). Moreover, even to the extent 
that unusual circumstances could be demonstrated in this instance, the time limit for the 
extension is limited to “10 working days" pursuant to 38 C.F.R,§ 1.553(d). 

Please also be aware that your agency’s failure to provide all records requested within 
twenty (20) business days may result in the filing of an admirustrative appeal with the office of 
the Secretary of the Department of Veterans Affairs pursuant to 38 C.F.R.§ 1.557 and 5 U.S.C. 
§552(a)(6)(A)(2)(ii), and potentially, the filing of a federal lawsuit to compel the production of 
the information. 

This may subject your agency to contempt of court and a fine, including attorney fees and 
litigation expenses in compelling the production of this information pursuant to 38 U.S.C. § 
552a(g)(l) of the Privacy Act, and 38 U.S.C. § 552(aX4)(B) of FOIA. Thank you. 

Sincerely, 



Jandace Baer^lis 


USPS TRACKING# NONE 



275 


/iZ/ochm^nf iZ Z 



lius (>Y I 

















276 


FAX 


Date: 

TUa Mar 17 00:55 COT2015 | 

HR 1 

Pn t^imber 

10063721691 

Naim: 

Cheryl Staf^ay/Leah F^h 

|from I 

Fax Number 

17155022788 

Naim; 

Candace Delis 

[compaiV 1 

Subject 

Thomas PArick Beer 

Pages 

6 


Notes 

i hMalso attached a copy cf the faK conftmatlon Match a 2015. 
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STATEMENT OF JOHN D. DAIGH, JR., M.D., CPA 
ASSISTANT INSPECTOR GENERAL FOR HEALTHCARE INSPECTIONS 
OFFICE OF INSPECTOR GENERAL 
DEPARTMENT OF VETERANS AFFAIRS 
BEFORE A JOINT FIELD HEARING OF 
THE COMMITTEE ON VETERANS AFFAIRS 
UNITED STATES HOUSE OF REPRESENTATIVES 
AND 

THE COMMITTEE ON HOMELAND SECURITY AND GOVERNMENTAL AFFAIRS 
UNITED STATES SENATE 

ON THE OPERATIONS OF THE TOMAH VA MEDICAL CENTER 
TOMAH, WISCONSIN 

MARCH 30, 2015 

Messrs. Chairmen and Members of the Congress, thank you for the opportunity to 
testify today on the Office of inspector General’s (OIG) inspection of allegations related 
to the prescribing practices of staff at the Tomah VA Medical Center (VAMC), in Tomah, 
Wisconsin, conducted from October 201 1 through March 2014. I am accompanied by 
Alan Mallinger, M.D., Senior Physician, Office of Healthcare Inspections. I will provide a 
brief summary of the OIG’s work, which is outlined in the administrative closure that was 
posted on the OIG website on February 6, 2015. 

BACKGROUND 

In March 2011, the OIG Hotline received a complaint regarding prescription practices at 
the Tomah VAMC. After review, we referred the allegations to the Director, Veterans 
Integrated Service Network (VISN) 12, VA Great Lakes Health Care System, who has 
managerial oversight of the Tomah VAMC. A copy of this referral was also sent to the 
office of the Veterans Health Administration (VHA) Chief of Staff. The VISN 12 Director 
provided a detailed response to the allegations on June 22, 201 1 , that stated 16 
allegations involving over 30 patients were unsubstantiated. The VISN 12 Director 
substantiated two allegations involving two patients. As a result of this review, the VISN 
Director initiated an action plan to: 

• Review refill policies at Tomah VAMC. 

• Review Tomah policies regarding lab testing of patients on narcotics. 

• Evaluate practice trends and approaches to pain to ensure the needed variety of 
pain approaches is available to Tomah patients. 

• Work with the Chief of Staff to evaluate pain approaches and the effectiveness of 
such. 


Based on the VISN 12 Director’s fact-finding efforts and commitment to take corrective 
action, we closed the complaint. 
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HEALTHCARE INSPECTION - ALLEGED INAPPROPRIATE PRESCRIBING OF 
CONTROLLED SUBSTANCES AND ALLEGED ABUSE OF AUTHORITY, TOMAH 
VA MEDICAL CENTER, TOMAH, WISCONSIN 

On August 25, 201 1 , the OIG Hotline received a new anonymous complaint with similar 
allegations, including a statement that the same letter had been sent to all Wisconsin 
Senators and Representatives. On September 29, 2011, Representative Ron Kind 
forwarded the same complaint to the OIG Hotline. On October 7, 201 1 , the Office of 
Healthcare Inspections accepted the case for review. Over the course of the next 3 
years, the OIG Office of Healthcare Inspections conducted an extensive inspection of 
the allegations involving the OIG’s Office of Investigations, the Drug Enforcement 
Agency, and Tomah and Milwaukee municipal police to determine if there was evidence 
of narcotic abuse at the Tomah VAMC. We reviewed patient medical records, protected 
peer reviews of providers' practice, and pharmacy records. We conducted an 
undercover surveillance operation and reviewed email messages and associated files 
originating from 17 individuals. We interviewed at that time current and former VA 
employees and conducted a site visit that included touring the outpatient pharmacy to 
assess security. 

We could not substantiate the majority of allegations made in the complaints that the 
OIG received. Although the allegations dealing with general overuse of narcotics at the 
facility may have had some merit, they did not constitute proof of wrongdoing. We did 
not find any conclusive evidence affirming criminal activity, gross clinical incompetence 
or negligence, or administrative practices that were illegal or violated personnel policies. 
We administratively closed the inspection on March 14, 2014. VHA Central Office 
senior officials were advised 3 days earlier about the Tomah inspection. While the 
decision to close this inspection administratively has since been questioned, at the time 
we believed that given the totality of the facts — paramount of which was that the 
allegations were not substantiated and the impact disclosure of unfounded allegations 
could have on an individual’s reputation and privacy — an administrative closure was 
appropriate. 

We noted several issues of concern and made suggestions to address these concerns 
to the VAMC Director and the VISN 12 Director. We conducted a telephone briefing 
with the Tomah VAMC Director, VISN 12 Quality Management Officer, and the 
Organizational Improvement Analyst for the Tomah VAMC on July 3, 2014; and met in 
person with the VISN 12 Director on July 16, 2014, to discuss the following suggestions: 

• The Facility Director should implement a vehicle by which clinicians and staff can 
openly and constructively communicate concerns and rationale when 
disagreements arise concerning dispensing of opioid prescriptions, 

• The Facility Director should review the reporting structure in the context of 
safeguarding bi-directional clinical discourse from actual or perceived 
administrative constraint. 


2 
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• The Facility Director should ensure development of guidance, parameters, 
processes, or a specialty clinic-based mechanism to assist clinicians and staff 
with managing complex patients requesting early opioid refills. 

• The Facility Director should consider some variant of the tumor board model as 
one potential avenue by which to foster collaborative interdisciplinary 
management when presented with very complex clinical pain cases. 

• The VISN should conduct further evaluation and monitoring of relative and case- 
specific opioid prescribing at Tomah VAMC on both a facility and individual 
clinician level. 

The OIG currently has several inspections ongoing at the Tomah VAMC concerning 
allegations of poor patient care. When our work is completed, we will publish the results 
on our website. However, due to privacy concerns and other restrictions on the release 
of protected information, those reports will not mention names and sensitive information 
may be redacted or omitted. I can assure you that the OIG’s review will be a 
comprehensive review of the facts based on a thorough review of all information 
available. 

We have included a list of reviews conducted by the OIG since 201 1 related to opioid 
prescribing practices, including a national review issued on May 14, 2014, Healthcare 
Inspection - VA Patterns of Dispensing Take-Home Opioids and Monitoring Patients of 
Opioid Therapy. In this report, we found that VA was not following its own policies and 
procedures in six key areas: acetaminophen prescription practices; foilow-up 
evaluations of patients on take-home opioids; concurrent substance use treatment with 
urine drug tests; prescribing and dispensing of benzodiazepines concurrently with 
opioids; routine and random urine drug tests prior to and during take-home opioid 
therapy; and medication reconciliation. We note that VA has taken actions to implement 
a number of the recommendations in this report, but VA must be vigilant in monitoring 
facility compliance with opioid prescription policies and completing outstanding 
recommendations. 

CONCLUSION 

The OIG’s healthcare inspection at the Tomah VAMC was painstaking and exhaustive. 
At the end of a 2 and 'A year review, we concluded that opioid prescribing practices of 
some Tomah VAMC staff were at the outer boundary of acceptable prescribing practice, 
found no evidence that illegal activity was occurring, and closed the inspection 
administratively. This in no way should suggest that we are unconcerned about the 
proliferation of opioid prescribing at the Tomah VAMC or other VHA facilities. In fact, 
the OIG has been concerned for some time with opioid prescribing practices across the 
VHA health care system and in May 2014 made six recommendations in our national 
report for corrective actions. We are committed to completing our ongoing healthcare 
inspections at the Tomah VAMC with great care and diligence, and will provide our 
results to VA and Congress as soon as we are completed. 
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APPENDIX A 

VA Office of Inspector General 

Reporting on Opioid Prescription Practices 

Alleged Inappropriate Opioid Prescribing Practices, Chillicothe VA 
Medical Center, Chillicothe, Ohio 
htto://www.va.aov/oia/DubsA/AOIG-1 4-00351 -53. pdf 

July 17, 2014 

Quality of Care and Staff Safety Concerns at the Huntsville 
Community Based Outpatient Clinic, Huntsville, Alabama 
htto://www.va.aov/oia/DubsA/AOIG-1 4-0 1322-21 5. pdf 

June 25, 2014 

Medication Management Issues in a High Risk Patient, Tuscaloosa 
VA Medical Center, Tuscaloosa, Alabama 
htto://www.va.aov/oia/oubsA/AOIG-1 3-02665-1 97. pdf 

June 9, 2014 

Quality of Care Concerns Hospice/Palliative Care Program, 

Western New York Healthcare System, Buffalo, New York 
www.va.aov/oia/Dubs/VAOIG-13-04195-180.odf 

May 14, 2014 

VA Patterns of Dispensing Take-Home Opioids and Monitoring 
Patients on Opioid Therapy 

httpJ/www.va.aov/oia/pubs/VAOIG-l 4-00895-1 63. pdf 

November 7, 2013 

Alleged Improper Opioid Prescription Renewal Practices, San 
Francisco VA Medical Center, San Francisco, California 
httD://www.va.aov/oia/Dubs/VAOIG-1 3-001 33-1 2. pdf 

August 21, 2012 

Management of Chronic Opioid Therapy at a VA Maine Healthcare 
System Community Based Outpatient Clinic 
httD://www-va.aov/oia/Dubs/VAOIG-12-01 872-258. pdf 

August 10, 2012 

Patient’s Medication Management, Lincoln Community Based 
Outpatient Clinic, Lincoln, Nebraska 
httD://www,va.aov/oia/Dubs/VAOIG-1 2-02274-244. pdf 

August 19, 2011 

Alleged improper Care and Prescribing Practices for a Veteran, 
Tyler VA Primary Care Clinic Tyler, Texas 
httD://www.va.qov/oiq/54/reDorts/VAOIG-1 1-01 996-253. pdf 

June 15, 2011 

Prescribing Practices in the Pain Management Clinic at John D. 
Dingell VA Medical Center, Detroit, Michigan 
httD://www.va.aov/oia/54/reDorts/VAOIG-1 1-00057-1 95, pdf 
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STATEMENT OF JOHN D. DAIGH, JR., M.D., CPA 
ASSISTANT INSPECTOR GENERAL FOR HEALTHCARE INSPECTIONS 
OFFICE OF INSPECTOR GENERAL 
DEPARTMENT OF VETERANS AFFAIRS 
BEFORE A JOINT FIELD HEARING OF 
THE COMMITTEE ON VETERANS AFFAIRS 
UNITED STATES HOUSE OF REPRESENTATIVES 
AND 

THE COMMITTEE ON HOMELAND SECURITY AND GOVERNMENTAL AFFAIRS 
UNITED STATES SENATE 

ON THE OPERATIONS OF THE TOMAH VA MEDICAL CENTER 
TOMAH, WISCONSIN 

MARCH 30, 2015 

Messrs, Chairmen and Members of the Congress, thank you for the opportunity to 
testify today on the Office of Inspector General’s (OIG) inspection of allegations related 
to the prescribing practices of staff at the Tomah VA Medical Center (VAMC), in Tomah, 
Wisconsin, conducted from October 2011 through March 2014. I am accompanied by 
Alan Mailinger, M.D., Senior Physician, Office of Healthcare Inspections. I will provide a 
brief summary of the OIG’s work, which is outlined in the administrative closure that was 
posted on the OIG website on February 6, 2015. 

BACKGROUND 

In March 2011, the OIG Hotline received a complaint regarding prescription practices at 
the Tomah VAMC. After review, we referred the allegations to the Director, Veterans 
Integrated Service Network (VISN) 12, VA Great Lakes Health Care System, who has 
managerial oversight of the Tomah VAMC. A copy of this referral was also sent to the 
office of the Veterans Health Administration (VHA) Chief of Staff. The VISN 12 Director 
provided a detailed response to the allegations on June 22, 2011, that stated 16 
allegations involving over 30 patients were unsubstantiated. The VISN 12 Director 
substantiated two allegations involving two patients. As a result of this review, the VISN 
Director initiated an action plan to: 

• Review refill policies at Tomah VAMC. 

• Review Tomah policies regarding lab testing of patients on narcotics. 

• Evaluate practice trends and approaches to pain to ensure the needed variety of 
pain approaches is available to Tomah patients. 

• Work with the Chief of Staff to evaluate pain approaches and the effectiveness of 
such. 


Based on the VISN 12 Director’s fact-finding efforts and commitment to take corrective 
action, we closed the complaint. 
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HEALTHCARE INSPECTION - ALLEGED INAPPROPRIATE PRESCRIBING OF 
CONTROLLED SUBSTANCES AND ALLEGED ABUSE OF AUTHORITY, TOMAH 
VA MEDICAL CENTER, TOMAH, WISCONSIN 

On August 25, 2011, the OIG Hotline received a new anonymous complaint w/ith similar 
allegations, including a statement that the same letter had been sent to all Wisconsin 
Senators and Representatives. On September 29, 2011, Representative Ron Kind 
forwarded the same complaint to the OIG Hotline. On October 7, 201 1 , the Office of 
Healthcare Inspections accepted the case for review. Over the course of the next 3 
years, the OIG Office of Healthcare Inspections conducted an extensive inspection of 
the allegations involving the OIG’s Office of Investigations, the Drug Enforcement 
Agency, and Tomah and Milwaukee municipal police to determine if there was evidence 
of narcotic abuse at the Tomah VAMC. We reviewed patient medical records, protected 
peer reviews of providers' practice, and pharmacy records. We conducted an 
undercover surveillance operation and reviewed email messages and associated files 
originating from 17 individuals. We interviewed at that time current and former VA 
employees and conducted a site visit that included touring the outpatient pharmacy to 
assess security. 

We could not substantiate the majority of allegations made in the complaints that the 
OIG received. Although the allegations dealing with general overuse of narcotics at the 
facility may have had some merit, they did not constitute proof of wrongdoing. We did 
not find any conclusive evidence affirming criminal activity, gross clinical incompetence 
or negligence, or administrative practices that were illegal or violated personnel policies. 
We administratively closed the inspection on March 12, 2014. VHA Central Office 
senior officials were advised 1 day earlier about the Tomah inspection. While the 
decision to close this inspection administratively has since been questioned, at the time 
we believed that given the totality of the facts — paramount of which was that the 
allegations were not substantiated and the impact disclosure of unfounded allegations 
could have on an individual’s reputation and privacy — an administrative closure was 
appropriate. 

We noted several issues of concern and made suggestions to address these concerns 
to the VAMC Director and the VISN 12 Director. We conducted a telephone briefing 
with the Tomah VAMC Director, VISN 12 Quality Management Officer, and the 
Organizational Improvement Analyst for the Tomah VAMC on July 3, 2014; and met in 
person with the VISN 12 Director on July 16, 2014, to discuss the following suggestions: 

• The Facility Director should implement a vehicle by which clinicians and staff can 
openly and constructively communicate concerns and rationale when 
disagreements arise concerning dispensing of opioid prescriptions. 

• The Facility Director should review the reporting structure in the context of 
safeguarding bi-directional clinical discourse from actual or perceived 
administrative constraint. 


2 



284 


• The Facility Director should ensure development of guidance, parameters, 
processes, or a specialty clinic-based mechanism to assist clinicians and staff 
with managing complex patients requesting early opioid refills. 

• The Facility Director should consider some variant of the tumor board model as 
one potential avenue by which to foster collaborative interdisciplinary 
management when presented with very complex clinical pain cases. 

• The VISN should conduct further evaluation and monitoring of relative and case- 
specific opioid prescribing at Tomah VAMC on both a facility and individual 
clinician level. 

The OIG currently has several inspections ongoing at the Tomah VAMC concerning 
allegations of poor patient care. When our work is completed, we will publish the results 
on our website. However, due to privacy concerns and other restrictions on the release 
of protected information, those reports will not mention names and sensitive information 
may be redacted or omitted. I can assure you that the OIG’s review will be a 
comprehensive review of the facts based on a thorough review of all information 
available. 

We have included a list of reviews conducted by the OIG since 201 1 related to opioid 
prescribing practices, including a national review issued on May 14, 2014, Healthcare 
Inspection - VA Patterns of Dispensing Take-Home Opioids and Monitoring Patients of 
Opioid Therapy. In this report, we found that VA was not following its own policies and 
procedures in six key areas: acetaminophen prescription practices; follow-up 
evaluations of patients on take-home opioids; concurrent substance use treatment with 
urine drug tests; prescribing and dispensing of benzodiazepines concurrently with 
opioids; routine and random urine drug tests prior to and during take-home opioid 
therapy; and medication reconciliation. We note that VA has taken actions to implement 
a number of the recommendations in this report, but VA must be vigilant in monitoring 
facility compliance with opioid prescription policies and completing outstanding 
recommendations. 

CONCLUSION 

The OIG’s healthcare inspection at the Tomah VAMC was painstaking and exhaustive. 
At the end of a 2 and % year review, we concluded that opioid prescribing practices of 
some Tomah VAMC staff were at the outer boundary of acceptable prescribing practice, 
found no evidence that illegal activity was occurring, and closed the inspection 
administratively. This in no way should suggest that we are unconcerned about the 
proliferation of opioid prescribing at the Tomah VAMC or other VHA facilities. In fact, 
the OIG has been concerned for some time with opioid prescribing practices across the 
VHA health care system and in May 2014 made six recommendations in our national 
report for corrective actions. We are committed to completing our ongoing healthcare 
inspections at the Tomah VAMC with great care and diligence, and will provide our 
results to VA and Congress as soon as we are completed. 
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December 9, 2014 

APPENDIX A 

VA Office of Inspector General 

Reporting on Opioid Prescription Practices 

Alleged Inappropriate Opioid Prescribing Practices, Chillicothe VA 
Medical Center, Chillicothe, Ohio 
htto://www.va.aov/oia/DubsA/AOIG-14-00351-53.Ddf 

July 17, 2014 

Quality of Care and Staff Safety Concerns at the Huntsville 
Community Based Outpatient Clinic, Huntsville, Alabama 
httD://wvvw.va aov/oia/DubsA/AOIG-1 4-01 322-21 5. Ddf 

June 25, 2014 

Medication Management Issues in a High Risk Patient, Tuscaloosa 
VA Medical Center, Tuscaloosa, Alabama 
httD://wvvw.va.aov/oia/DubsA/AOIG-1 3-02665-197.pdf 

June 9, 2014 

Quality of Care Concerns Hospice/Palliative Care Program, 

Western New York Healthcare System, Buffalo, New York 
www.va.aov/oia/DubsA/AOIG-1 3-041 95-1 80. Ddf 

May 14, 2014 

VA Patterns of Dispensing Take-Home Opioids and Monitoring 
Patients on Opioid Therapy 

httD://www.va.aov/oia/Dubs/VAOIG-14-00895-163.Ddf 

November 7, 2013 

Alleged Improper Opioid Prescription Renewal Practices, San 
Francisco VA Medical Center, San Francisco, California 
httD://www. va,aov/oia/Dubs/VAOIG-1 3-00133-1 2. Ddf 

August 21, 2012 

Management of Chronic Opioid Therapy at a VA Maine Healthcare 
System Community Based Outpatient Clinic 
httD://www.va.aov/oia/Dubs/VAOIG-1 2-01 872-258, Ddf 

August 10, 2012 

Patient’s Medication Management, Lincoln Community Based 
Outpatient Clinic, Lincoln, Nebraska 
httD://www.vaaov/oia/Dubs/VAOIG-1 2-02274-244. Ddf 

August 19, 2011 

Alleged Improper Care and Prescribing Practices for a Veteran, 
Tyler VA Primary Care Clinic Tyler, Texas 
httD://www.va.aov/oia/54/reDorts/VAOIG-1 1-01 996-253. Ddf 

June 15, 2011 

Prescribing Practices in the Pain Management Clinic at John D. 
Dingell VA Medical Center, Detroit, Michigan 
httD://www.va.aov/oia/54/reDorts/VAOIG-1 1-00057-1 95. Ddf 
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STATEMENT OF 
CAROLYN CLANCY, M.D. 

INTERIM UNDER SECRETARY FOR HEALTH 
VETERANS HEALTH ADMINISTRATION (VHA) 

DEPARTMENT OF VETERANS AFFAIRS (VA) 

BEFORE THE 

COMMITTEE ON VETERANS’ AFFAIRS 
U.S. HOUSE OF REPRESENTATIVES 

MARCH 30, 2015 

Good morning, Chairman Johnson, Chairman Miller, and Members of the 
Committee. Thank you for the opportunity to participate in this hearing and to discuss 
the quality of care at the Tomah VA Medical Center, i am accompanied today by Renee 
Oshinski, Veterans Integrated Service Network (VISN) 12 Acting Network Director, and 
Mario DeSanctis, Director of the Tomah VA Medical Center. 

At VA, we care deeply for every Veteran we have the privilege to serve. One of 
our most important priorities is to keep our patients free from harm while receiving care 
at our facilities. I am saddened by any adverse consequence that a Veteran might 
experience while in, or as a result of, our care, and I would like to express my sincere 
sympathy to the families of those Veterans we have lost here in Tomah, 

VA is committed to providing the highest quality care, but it is not perfect and 
there are always areas that need improvement. We can, and we must do better. The 
identification, mitigation, and prevention of vulnerabilities within our health care system 
are ongoing processes. Where challenges occur, VA takes direct action to review each 
incident and puts in place processes to correct system issues and improve quality of 
care. We incorporate lessons learned to avoid and mitigate future incidents throughout 
the entire health care system. VA also takes any allegations about patient care or 
employee misconduct very seriously and will hold employees accountable if there is 
wrongdoing. 


Chronic Pain across the Nation 

Chronic pain affects the Veteran population, but this is not an issue limited to 
Veterans. Chronic pain is a national public health problem as outlined in the 201 1 study 
by the Institute of Medicine (lOM). At least 100 million Americans suffer from some 
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form of chronic pain. The lOM study describes in detail many concerns of pain 
management, including system-wide deficits in the training of our Nation’s health care 
professionals in pain management; the problems caused by a fragmented health care 
system; the general public’s lack of knowledge about pain leading to inadequate self- 
management; and the need for care planning that is personalized for the individual 
patient. While about 30 percent of the Nation’s adult population experiences chronic 
pain, the problem of chronic pain in VA is even more daunting, with almost 60 percent of 
returning Veterans from the Middle East and more than 50 percent of older Veterans in 
the VA health care system living with some form of chronic pain. The treatment of 
Veterans’ pain is often very complex. Many of our Veterans have survived severe 
battlefield injuries, some repeated, resulting in life-long moderate to severe pain related 
to damage to their musculoskeletal system and permanent nerve damage, which cannot 
only impact their physical abilities but also impact their emotional health and brain 
structures. 

VA’s Progress in Pain Management 

Chronic pain management is challenging for Veterans and clinicians ~ VA 
continues to focus on identifying Veteran-centric approaches that can be tailored to 
individual needs that may also include physician therapy, acupuncture, chiropractic 
treatments, and other modalities in addition to medications. Opioids are an effective 
treatment, but their use requires constant vigilance to minimize risks and adverse 
effects. VA launched a system-wide OSI in October 201 3, and has seen significant 
improvement in the use of opioids as discussed later in the testimony. Most recently, in 
March 2015, we launched the new Opioid Therapy Risk Report tool which provides 
detailed information on the risk status of Veterans taking opioids to assist VA primary 
care clinicians with pain management treatment plans. This tool is a core component of 
our reinvigorated focus on patient safety and effectiveness. 

VA’s own data, as well as the peer-reviewed medical literature, suggest that VA 
is making progress relative to the rest of the Nation. In December 2014, an 
independent study by RTI International health services researcher, Mark Ediund, MD, 
PhD and colleagues, supported by a grant from the National Institute of Drug Abuse, 
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was published in the journal PAIN'' ()the premier research publication in the field of pain 
management. This study, using VHA pharmacy and administrative data, reviewed the 
duration of opioid therapy, the median daily dose of opioids, and the use of opioids in 
Veterans with substance use disorders and co-morbid chronic non-cancer pain. Dr. 
Ediund and his colleagues found that: 

o First, half of all Veterans receiving opioids for chronic non-cancer pain, are 
receiving them short-term (i.e.: for less than 90 days per year); 
o Second, the daily opioid dose in VA is generally modest, with a median of 20 
Morphine Equivalent Daily Dose (MEDD), which is considered low risk; and 
o Third, the use of high-volume opioids (in terms of total annual dose) is not 

increased in VA patients with substance use disorders as has been found to be the 
case in non-VA patients. 

Dr. Ediund and the other authors concluded “this suggests appropriate vigilance 
at VA, which may be facilitated by a transparent and universal electronic medical 
record.” Although it is good to have this information, a confirmation of our efforts for 
several years, starting with the "high alert” opioid initiative in 2008 and multiple 
educational offerings, by no means is VA’s work finished. In fact, although we are well 
along in implementing our plan, VA is also working with other Federal agencies and 
VAMC experts to implement the National Institutes of Health-Department of Health and 
Human Services National Pain Strategy, an outgrowth of the lOM study, which 
recommends a transformation in the education of physicians and other health care 
professionals in pain management. By virtue of VA’s central national role in medical 
student education and residency training of primary care physicians and providers, we 
will be playing a major role in this national effort. But we have already started with our 
robust education and training programs for primary care, such as SCAN-ECHO, Mini- 
residency, Community of Practice calls, two JIF training programs with DoD, and 
dissemination of the OSI Toolkit. 


' Ediund MJ et ai, Patterns of opioid use for chronic noncancer pain In the Veterans Health Administration from 
2009 to 201. PAIN 155(2014) 2337-2343 
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The Opioid Safety Initiative 

The OSI was chartered by the Under Secretary for Health in August 2012. The 
OSI was piloted in several VISNs. Based on those results of the pilot programs, OSI 
was implemented nationwide in August 2013. The OSI objective is to make the totality 
of opioid use visible at all levels in the organization. It includes key clinical indicators 
such as the number of unique pharmacy patients dispensed an opioid, unique patients 
on long-term opioids who receive a urine drug screen, the number of patients receiving 
an opioid and a benzodiazepine (which puts them at a higher risk of adverse events), 
and the average MEDD of opioids. Results of key clinical metrics for VHA measured by 
the OSI from Quarter 4, Fiscal Year 2012 (beginning in July 2012) to Quarter 1, Fiscal 
Year 2015 (ending in December 2014) are: 
o 91 ,614 (13%) fewer patients receiving opioids (679,376 => 587,762); 
o 29,281 (24%) fewer patients receiving opioids and benzodiazepines together 
(122,633 => 93,352) ; 

o 71,255 more patients on opioids that have had a urine drug screen to help guide 
treatment decisions(1 60,601 => 231,856); 
o 67,466 (15%) fewer patients on long-term opioid therapy (438,329 => 370,863); 
o The overall dosage of opioids is decreasing in the VA system as 10,143 (17%) 
fewer patients are receiving greater than or equal to 1 00 MEDD (59,499 => 
49,356); and 

o The desired results of QSI have been achieved during a time that VA has seen an 
overall growth of 75,843 (2%) patients who have utilized VA outpatient pharmacy 
services (3,959,852 => 4,035,695). 

The changes in prescribing and consumption are occurring at a modest pace and 
the QSI dashboard metrics indicate the overall trends are moving in the desired 
direction. QSI will be implemented in a cautious and measured way to give VA time to 
build the infrastructure and processes necessary to allow VA clinicians to incorporate 
new pain management strategies into their treatment approaches. A measured process 
will also give VA patients time to adjust to new treatment options and to mitigate any 
patient dissatisfaction that may accompany these changes. 
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While these changes may appear to be modest given the size of the VA patient 
population, they signal an important trend in VA's use of opioids. VA expects this trend 
to continue as it renews its efforts to promote safe and effective pharmacologic and 
non-pharmacologic pain management therapies. Very effective programs yielding 
significant results have been identified (e.g., Minneapolis, Tampa), and are being 
studied as strong practice leaders. 

State Prescription Drug Monitoring Programs 

Another risk management approach to support the Veterans’ and public’s safety 
is VHA participation in state Prescription Drug Monitoring Programs (PDMP). During 
this administration, VA implemented a regulatory change to enable VA prescribers to 
access information contained in these databases. These programs, with appropriate 
health privacy protections, allow for the interaction between VA and state databases, so 
that providers can identify potentially vulnerable at-risk individuals. VA providers who 
register with the State PDMP can now access the state PDMP for information on 
prescribing and dispensing of controlled substances to Veterans outside the VA health 
care system. When fully deployed, non-VA providers will also be able to identify their 
patients who may be receiving controlled substances from VA. VA is working on policy 
to require PDMP use by controlled substance prescribers in accord with the 
Administration's 2011 Prescription Drug Abuse Prevention Plan recommendations. 
Participation in PDMPs will enable providers to identify patients who have received non- 
VA prescriptions for controlled substances, which in turn offers greater opportunity to 
discuss the effectiveness of these non-VA prescriptions in treating their pain or 
symptoms. More importantly, information available through these programs will help 
both VA and non-VA providers to prevent harm to patients that could occur if the 
provider was unaware that a controlled substance medication had been prescribed 
elsewhere already. 
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Opioid Therapy Risk Report 

In conjunction with the OSI, a population-based provider report and feedback tool 
has recently been developed and is now available to all primary care providers and their 
teams. This report, easily accessible through a direct link in the electronic health 
record, assists the PACTs to manage their entire panel of patients prescribed 
pharmacotherapy for acute or chronic pain; this tool makes it easy to ensure Veterans 
receiving safe, quality care. This resource provides a quick but thorough assessment of 
their patients’ opioid risk for adverse outcomes. Included in the report is the current 
opioid dose, concomitant use of benzodiazepines, and presence of associated high-risk 
diagnoses such as substance use disorder or posttraumatic stress disorder. Urine drug 
screens, recent mental health and primary care visits, and the presence of a signed 
opioid agreement are also tracked. By clicking on the patient’s name in the report, the 
provider can immediately pull up graphs showing the relationship between the patient’s 
opioid dose and pain score over the past 12 months. This tabular and graphical 
information alerts the provider to situations where closer follow up may be needed or to 
settings where opioid withdrawal or dose reduction may be opportune. To better inform 
decision making, links to practical pain presentations and opioid clinical guidelines are 
also embedded. 

This report was developed in late 2014 and released in early 2015. A 
comprehensive training program for primary care was launched in February 2015 
reaching over 2,000 PACT providers and their teams. This tool will also assist in the 
monitoring of opioid prescribing behavior of our primary care workforce over time. 

Complementary and Integrative Medicine 

The number one strategic goal of VHA is “to provide Veterans personalized, 
proactive, patient-driven health care,” Integrative Health includes Complementary and 
Alternative Medicine approaches, provides a framework that aligns with personalized, 
proactive, patient-driven care. There is growing evidence in the effectiveness of non- 
pharmacological approaches as part of a comprehensive care plan for chronic pain 
which includes acupuncture, massage, yoga and spinal manipulation. VA is establishing 
the Integrative Health Coordinating Center (IHCC) within the Office of Patient-Centered 
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Care and Cultural Transformation to build the infrastructure (e.g, establishing new 
occupations) to support the delivery of these services. 

VA’s Opioid Education and Naloxone Distribution Program 

In certain situations, opioids are the best choice for pain. Naloxone is an antidote 
to respiratory depression which can cause fatal overdose. With opioid use, risks are 
involved, and VA is taking precautionary steps to mitigate these risks. In May 2014, a 
VHA team developed and implemented VA’s Overdose Education and Naloxone 
Distribution (OEND) program. Although VA’s national OEND program is less than 
1 year old, as of March 8, 2015, over 2,400 naloxone kit prescriptions have been 
dispensed to at-risk Veterans throughout the United States. As a result of these efforts, 
33 individuals’ life-threating opioid overdoses were reversed as a direct result of the 
OEND program. 

Tomah VA Medical Center 

VA is actively reviewing allegations of improper opioid prescribing practices and 
retaliatory behavior at the Tomah VAMC. 

Accountability and allegations of misconduct by employees are taken seriously. 
On January 15, 2015, a physician and nurse practitioner of greatest interest were 
relieved of their clinical care duties and the ability to prescribe any medications pending 
the outcome of all investigations. In response to whistleblower allegations of unsafe 
clinical care and prohibited personnel practices at the Tomah VAMC, on 
January 23, 2015, I charged a clinical review team to assess practice patterns, 
controlled substance prescribing habits, and administrative interactions between 
subordinates and clinical leadership related to opioid prescribing practices. The clinical 
review team was comprised of subject matter experts in mental health, pain 
management, pharmacy, and addictive disorders. The team completed the on-site 
portion of the review during the week of January 27, 2015, and completed phase one on 
February 26, 2015. 

On March 10, 2015, the VA released key findings and recommendations of its 
initial clinical review into opioid prescription practices at the Tomah VA Medical Center. 
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The team made specific findings relating to overall opioid utilization at Tomah and found 
that an apparent culture of fear at the facility compromised patient care and impacted 
staff satisfaction and morale. Based on these preliminary findings, the team 
recommended that VA consider a more in-depth evaluation of the clinical and 
administrative practices at the Tomah VAMC. Additional cases were brought to the 
review team’s attention, and a second in-depth clinical review being conducted by 
Lumetra, an external quality improvement organization, began on March 11, 2015, it 
will be completed within 30 days. Investigators from the independent VA Office of 
Inspector General and the Department of Justice's Drug Enforcement Agency have also 
been on site. 

We are deeply concerned and distressed about the allegations that employees 
who sought to report deficiencies at the Tomah VAMC were either ignored, or worse, 
intimidated into silence. VA will not tolerate an environment where intimidation or 
suppression of concerns occurs. An administrative review team from VA’s Office of 
Accountability Review (OAR) is continuing to look at allegations of retaliation against 
employees and other accountability issues related to Tomah VAMC leadership. 

Both the internal VHA clinical review and Lumetra’s in depth review, are 
confidential under 38 United States Code § 5705 and the implementing regulations. 
However, we can provide information on the broad themes noted during the VHA 
clinical review. The team identified patient safety concerns for some patients at Tomah 
based on opioid prescribing practices outside generally-accepted standards of care. 
Currently, certain personnel have been detailed out of patient care areas, and their 
prescribing privileges have been suspended during the ongoing investigations. 

In response to the allegations and in order to create a more transparent culture 
and improve communication with VAMC employees, medical center leadership has 
taken a number of actions to include town hall meetings, supervisory forums, and 
expanded ail employee communications. The focus of these actions were designed to 
provide staff support and guidance on how employees can directly and confidentially 
contact and communicate with the team conducting the investigations. In addition to 
actions taken to address culture and communication, Tomah initiated a number of 
actions to address opioid/pain management issues. Providers transitioned to using an 
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expanded urine drug screen, and facility clinical leadership is updating their pain 
management policies. Electronic patient record tools for providers are being deployed 
nationally. This will make pain management information more easily accessible during 
patient visits. As mentioned previously, prescribers can offer naloxone to patients and 
their families or caregivers to mitigate risk for overdose, as appropriate 

The current situation in Tomah is unfortunate, but I want to acknowledge the 
many dedicated staff members, nurses and doctors, who are bearing the brunt of these 
issues We rely on their concern for care and recognize the toll this situation is taking on 
them and the Tomah Veteran community. 

Conclusion 

In conclusion, we are continuing to investigate the situation at the Tomah VAMC 
and will update you on our findings. We at the Department take any concerns regarding 
the safety of our patients very seriously. Therefore, the safety and continued care of our 
Veterans is our focus throughout this situation. At VA, we depend on the service of 
employees and leaders who place the interests of Veterans above and beyond self- 
interest. Accountability, delivering results, and honesty are key to serving our Veterans. 
If employee misconduct is identified, VA will take appropriate action and hold those 
responsible accountable. These investigations are an opportunity to get to the bottom 
of any issues so that moving forward, these actions are not repeated elsewhere. 

Mr, Chairman, we appreciate this Committee’s support and encouragement in 
identifying and resolving challenges. My colleagues and I are prepared to respond to 
any questions you or the Committee may have. 
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Member AFL-CIO 


American Federation of Government Employees 
Affiliated with AFL-CIO 
Local 0007 
V.A. Medical Center 
Tomah, WI 54660 


STATEMENT FOR THE RECORD OF 
LIN ELLINGHUYSEN, PRESIDENT, LOCAL 0007 
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JOINT HEARING OF 

THE COMMITTEE ON HOMELAND SECURITY AND GOVERNMENTAL AFFAIRS OF THE U.S. 
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REPRESENTATIVES 

TOMAH VAMC: EXAMINING QUALITY, ACCESS, AND A CULTURE OF OVER-RELIANCE ON HIGH- 

RISK MEDICATIONS 

MARCH 30, 2015 


On behalf of Local 0007 of the American Federation of Government Employees, AFL-CIO 
(AFGE), which represents the front line employees at the Tomah VA Medical Center, I want to 
thank the Chairmen, Ranking Members and Members of the Senate Homeland Security and 
Governmental Affairs Committee and the House Committee on Veterans' Affairs for holding 
this hearing on overprescribing of high dosages of opioids. 

AFGE 0007 represents approximately 850 medical and mental health professionals and 
support personnel providing direct patient care at the Tomah VA Medical Center main campus, 
and outreach clinics in Wisconsin Rapids, Wausau, Lacrosse and Owens. I have worked as a 
registered nurse at the Tomah VA for 29 years and I have been in a union leadership role at 
Local 0007 for the past 8 years. 

AFGE Local 0007 has been in the forefront of the battle for increased veterans' safety 
and for a workplace free from oppression of those who speak out for safe, quality patient care. 
We have waged a long, hard fight to protect veterans by representing employees who have 
expressed concerns over the prescribing practices ofTomah's Chief of Staff, Dr, David Houlihan 
who ordered what appeared to many to be excessively high levels of opioids for veterans. 

As a result of the many critical reports from AFGE Local 0007 and the front line 
employees we represent, we have been able to assist Congress, the VA Office of the inspector 
General (OIG) and local law enforcement in their efforts to combat the high usage of addictive 
medications and reported diversion of drugs which have had devastating results for veterans, 
as well as employees who so bravely questioned this improper care. 

AFGE 0007's persistent fact finding and unyielding requests for assistance and change 
have aided numerous investigations of the actions that placed veterans in harm's way. 
Additionally, the Union has represented several employees who were wrongfully removed from 
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employment due to their courageous questioning of opioid's adverse effects upon the veteran 
patients, in particular, the adverse impact of these prescribing practices on the ability of 
veterans to engage in their assigned therapies as well as accidents resulting from the decreased 
level of alertness caused by the ingestion of too many opioids combined with several other 
drugs. 


Tbe employees wbo cbose to speak up and save veterans' lives could only do so because 
union officials were able to safely speak up on their behalf to protect them from management 
reprisal that violated federal law, VA policy and our collective bargaining agreement. 

Tbe front line employees we represent who come to work every day dedicated to 
providing veterans with the care they deserve and earned continuously confront a culture that 
punishes those who voice concerns for patient care. Instead of "See something; Say 
Something," Tomah VA's management appears to be indoctrinating the employees with “See 
Something; Shut Up I" As a result, most of the front line employees who witnessed patient 
harm, including the ordering of large quantities of medications by Dr. Houlihan, faced 
termination of their employment. Other employees who spoke up to protect veterans made 
the difficult decision to resign because they found they could not work at the Tomah VA and 
participate in what they viewed as the practice of ordering unwarranted high dosages of 
medications. 

We continue to see a steady exodus of health care professionals with valuable 
experience and expertise from the Tomah VA because of this oppressive workplace and 
corrosive culture. The majority of clinicians who have recently left the Tomah VA have sought 
transfers to other VA facilities where they will be able to continue to provide veterans with the 
specialized, expert care they deserye in a more conducive environment free of reprisal and 
harsh autocratic management practices. 

The most vulnerable employees in this type of destructive workplace culture are those 
with temporary appointments and recent hires still on probationary status because they have 
very limited protections against retaliatory terminations, suspensions and other unwarranted 
personnel actions. Management has targeted these employees with the fewest rights to set an 
example for other employees with permanent status which sends a strong signal as to what will 
happen to them should they decide to speak up or disagree with care given to veterans. 

One of the battles that AFGE 0007 waged against management on behalf of a brave 
employee wbo questioned Dr. Houlihan's prescribing practices was particularly difficult. Dr. 
Christopher Kirkpatrick was a new psychologist at the Tomah VA who had a temporary 
appointment. He was required to obtain a minimum number of supervisory approved clinical 
hours, take the State Boards and become licensed within the first two years of his appointment. 
Management removed Dr, Kirkpatrick ten months after he was hired to work at the Tomah VA 
because he had questioned the large amounts of narcotics ordered and given to the patients in 
the PTSD and the Substance Abuse programs. Dr. Kirkpatrick had informed the proper chain of 
command that he was having difficulty treating the patients in therapy sessions because they 
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were unable to be alert and engage in therapy due to his concern over what appeared to be 
possible overmedication. Apparently, his chain of command informed Dr. David Houlihan, Chief 
of Staff, who did not appear to correct or properly investigate the problem, and was reportedly 
angry that the issue was even raised. Another incident which prompted Dr. Kirkpatrick's 
termination involved a veteran who threatened to do great harm to him. As a result of the 
veteran's threat. Dr. Kirkpatrick documented the threat in the proper manner as the agency 
directed. The treatment team had informed Dr. Kirkpatrick of their decision to discharge the 
patient due to his violent threat but apparently Dr. Houlihan overrode that decision. Dr. 
Kirkpatrick documented each step of what occurred. As a result, a Program Director at that 
time informed Dr. Kirkpatrick that she "wished he had not done that [documentation]." 
Subsequently, Dr. Kirkpatrick was fired. 

Clearly, Dr. Kirkpatrick, a newly graduated Psychology major with a doctorate degree, 
had tried to do the right thing. He had informed his superiors that he was concerned about 
dealing with the complexities of some of the patients assigned to him and their medication 
levels and had asked for additional support and relief. Tragically, his superiors responded with 
silence to his quite reasonable concerns, and then terminated him. On the day Dr. Kirkpatrick 
was fired, he came to me to ask for the union's assistance which I provided. He also asked that 
the medical center develop a better support system so that others would not have to go 
through what he experienced at the Tomah VA, As a temporary employee, Dr. Kirkpatrick had 
no right to independent third party review of his termination or statutory appeal rights 
requiring management to show just cause for his removal. As a result, after receiving what 
appeared to be an unfair termination from the Tomah VA, which would clearly affect his ability 
to find new employment in his field, and after failing to receive any support from management 
as to his concerns for patient care. Dr. Kirkpatrick went home that day and committed suicide 
at the age of 38. 

In Dr. Kirkpatrick's memory and in support of aj] VA employees who work In highly stressful 
positions providing medical and mental health care to veterans, AFGE Local 0007 offers the 
following recommendations: 

<We urge Congress to mandate the development of a comprehensive support system for 
VA medical and mental health care professionals, that provide needed consultation 
services with trained professionals as part of their employment, and not to be seen as 
private treatment. These support services and consultations must maintain strict 
confidentiality. Currently, all that is offered at the Tomah VA are one or two sessions 
with a VA provided counselor; after that, employees are left to manage these very 
intense job duties on their own without time to debrief, refresh or regroup. 

<We also request that lawmakers investigate the pervasive use of extended temporary 
appointments within the VA health care workforce, and the abusive use of terminations 
and other personnel actions against probationary employees, and mandate additional 
protections, both statutory and administrative, for these most vulnerable employees 
who pay the heaviest price when they question the current way of doing things. 
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<AFGE Local 0007 recommends that lawmakers amend current law to extend the 
jurisdiction of the Office of Special Counsel (OSC) to cover all federal employees, 
including VA health care employees appointed under Title 38. In the VA health care 
system, the vast majority of employees are under Title 38, not Title 5, and therefore do 
not have many of the same rights to appeal management reprisal and other prohibited 
personnel practices to the OSC, 

<We also urge Congress to take steps to ensure greater accountability for VA front line 
managers, mid-level managers and upper management who engage in retaliation 
against whistleblowers and other front line employees who speak up for veterans' 
needs. 

<ln addition, we urge Congress to review the current reporting structure for the Chief of 
Police at VA Medical Centers, Currently, they report to the Medical Center Director, 
rather than a separate entity that can address mismanagement or staff concerns 
without interference, such as the alleged illegal drug activity at Tomah. 

^Finally, AFGE Local 0007 recommends Congressional action to put in place checks and 
balances that ensure the safe ordering of opioids and development of guidelines for the 
safe combining of opioids with other addictive drugs to keep our veterans safe. 

Thank you for the opportunity to present the views of AFGE Local 0007 and the 
front line VA employees we represent on this very important matter. 
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.FyLFJtLIMG 0«R PliOMISES 

TO THE MEN AND WOMEN WHO SERVED 


Department of Wisconsin 

STATEMENT OF 
ABERT W. LABELLE, JR. 

DA V WISCONSIN LEGISIA TIVE DIRECTOR 
AND TOMAH VA PATIENT 
BEFORE 

SLOAN D. GIBSON, IV 
OFFICE OF THE DEPUTY SECRETARY 
UNITED STATES DEPARTMENT OF VETERANS AFFAIRS (VA) 
AT TOMAH VA MEDICAL CENTER 
MARCH 10,2015 

AND SUBMITTED AS AMENDED TO THE COMMITTEE ON 
HOMELAND SECURITY AND GOVERNMENTAL AFFAIRS 
UNITED STA TES SENA TE 
APRIL 3, 2015 


VA Deputy Secretary Gibson, 

Thank you for the opportunity to speak today as a patient of Tomah VA and as Disabled 
American Veterans (DAV) Wisconsin Legislative Director. 

Feedback received from veterans by me and DAV Wisconsin is anecdotal. 

Annually through our Transportation Network, we provide thousands of free rides to 
veterans who need help getting to their Tomah VA medical appointments. 

Many veterans feel extreme satisfaction with their Tomah VA health care. Some feel a 
degree of negativity. 

We are all concerned about the allegations of overmedication of veterans in the Tomah 
VA Mental Health Program and the more recent allegation about possible negligence in the 
Urgent Care Unit. 

Three quick points; 

First, all VA investigations of allegations at Tomah and other VA facilities need to done in 
a thorough, forthright and expeditious manner and reported publically. Otherwise, if protracted, 
the allegations in the media begin to define the situations, instead of the investigations’ findings. 

Secondly, transparency within the VA needs to improve. According to testimony before 
the Senate VA Committee on February 26“’, the original investigation on overmedication of 
veterans at Tomah VA was delivered to the facility in the spring of 201 4 with the directive “not to 
share." 


DAV WISCONSIN, 1253 Scheuring Rood, Suite A, De Pere, Wl 54115-1070 
Phone: (920)338-8620 Fax: (920)338-8621 e-mail: gbdav@sbcglobal.net 
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VA leadership, including the VA Secretary and the Interim Under Secretary tor Health, 
did not learn of its existence until January 2015. This is troubling. 

Thirdly, VA medical investigations, such as overmedication of veterans, need to include 
a medical peer review. Prescribing tor mental health is not a one size fits all treatment. Each 
case contains variables. 

Lastly, I and DAV Wisconsin believe VA should be the primary health care provider for 
veterans, but improvements are needed. 


Questions 


1 , What current investigations are being done regarding the two allegations? 

2, What steps are being taken to improve transparency within VA? 

3, Is a medical peer review part of the investigation on overmedication of veterans in the 
Tomah VA Mental Health Program? 


Again, thank you for this opportunity. 


Respectfully submitted, 





Albert W. Labelle, Jr. 

Tomah VA Patient 
DAV Wisconsin Legislative Director 
1 505 South Cherry Avenue 
Marshfield, Wl 54449 
Cell: 715,207.8870 


Email: al.labelle.dav@hotmail.com 


ADDENDUM: VA Deputy Secretary Gibson made a presentation at the local stakeholders 
meeting in Tomah which is contained in the enclosures: 

1. VA News Release of March 9, 2015: VA Accelerates Deployment of Nationwide Opioid 
Therapy Tool 

2. VA News Release of March 10, 2015: VA Releases Key Findings of Clinical Review of 
Opioid Practices in Tomah 

3. Department of Veterans Affairs Memorandum of March 1 0, 2015: Summary of Phase 
One Clinical Review Findings, Tomah, Wi 

Our concerns and questions were basically answered by the presentation. Overall, DAV 
Wisconsin feels VA has taken a good ffrsf step, but to ensure the process is completed in a 
satisfactory manner, government oversight will be required. 

This concludes my statement as amended. I will be glad to answer any questions the 
Committee may have. 


DAV of WISCONSIN, 1253 Scheming Road, Suite A, De Pare, Wl 54115 
Phone: (920) 338-8620 Fax: (920) 338-8621 e-mail: gbdav@)sbcglobal.net 
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News Release 

Office of Pubiic Affairs Washington, DC 20420 
Media Relations (202)461-7600 

ww’.v.vagov 


P'OK IMMIlDlATi: RhLBASi; 
March 9. 2015 


\'A Acceicrak's Deployment of Natitmuide Opioid Therapy Tool 
y. i rnnitien io Review Pain Treanuent Data in One Place to Help Proicci Patients 

Washington - The Department ot Veterans Affairs (VA) is accelerating the deployment of a stale-of-thc-ad tool to help paXecl Veieraii 
patients using high doses ofopioids or \siih medical risk factors that put them at an increased risk of complications from opioid mcdications. 

1 he tool, referred to as the Opioid Therapy Risk Report, is being made available now to all staff in the Veteran.s Health Admini.siration 
(VI lA). Over the past ocek. VA's Interim Under Secretary for Healtk Dr. Carolyn Clancy, has reached out to over 2.000 primary care pro\ iders 
in VI lA clinics ihroughoiii the country to promote the use of ihLs novel tool. It includes information about the do.sages of narcotics and other 
sedative medications, .significant medical problems that could contribute to an adverse reaction and monitoring data to aid in the review and 
niunagemeni of complex patients. 

■'All of .American medicine is aiming to belter under.sland how to treat severe pain, and Veterans receising care in the VA health care system 
lypicaih .stifTer from higher rates of chronic pain than the general public.” said Dr. Clancy. "While opioid incdicaiioiis ma> be appropriate in 
.some cases of chronic pain, wc arc dedicated to using them .safely and providing elTective pain care to our Veterans. H is ertiiciil that we en.surc 
system-w ide impIcmenUition of the Opioid fherap) Risk Report'in the weeks ahead." 

1 he ( )pioid riicrapx Risk Rej'x)ri allows V A pro\ idcr» to review all pertinent clinical data related to pain ircatment in one place, providing a 
eomprehensi\e Veteraiv-ccmered and more cnicteni kn-ci of management not previously available to primaiy care pirn iders. VI !A is actively 
deploying training aids to pi'o\ klcr.s and facilities now and over the next several weeks to lamiliari/e them with iuwv to utilize tliis tool in their 
daily practice. 

Overuse and abuse of prescription opioids is a significant public health issue, pariicularlv since patients iii pain arc at risk for potential 
iiegatiw outcomes including imintendc-d overdose, adverse medical reactions, and mental health complications, VA established the Opioid Safely 
initiative (OS!) in 2012 to enhance safe and elTcctivc pain care for Veterans. a result, tberc are currenilv: 


• 91.614 fewer patients receiving opioid.s; 

• 29.28 1 fewer patients receiving opioids and Iwi/odiazcpincs together; 

• 71.255 more patients on npioitis that have iiad a urine drug screen to help guide ircatment dccision.s: 

• 67.466 fewer patients on long-term opmid therapy 
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U.S. Deparlmenl 
of Veterans Affairs 


News Release 

Office of Public Affairs Washington, DC 20420 
Media Relations (202) 461-7600 

www.va.gov 


FOR IMMEDIATE RELEASE 
March 10,2015 

VA Releases Key Findings of Clinical Review of Opioid Practices in Tomah 
Clinical and Administrative Reviews Still Ongoing 

Washington - The Department of Veterans AjToirs(VA) today released key findings and recommendations of its initial clinical review into 
opioid prescription practices at the Tomah VA Medical Center (VAMC). 

Based on these preliminary findings, the team recommended that VA consider a more in-depth evaluation of the clinical and administrative 
practices at the Tomah VAMC. An administrative review team from VA's Office of Accountability Review (OAR) is continuing to look at 
allegations of retaliation against employees and other accountability issues related to Tomah VAMC leadership. Investigators from the 
independent VA Office oflnspector General and the Department of Justice’s Drug Enforcement Administration have also been on site. 

Ye.sterday. VA announced the accelcrdtcd deni ovmettlaf a nationwide onioid thpranv tool for u.sc at all Veterans Health Administration 
(VHA) facilities. 

In .lanuary. Secretary of Veterans Affairs Robert A. McDonald directed Interim Under Secretary' for Health Dr. Carolyn Clancy to lead a 
comprehensive review of medication prescription practices at the Tomah VA Medical Center. Dr. Clancy charged the Clinical Review Team to 
assess the practice patterns, controlled substance prescribing habits, and administrative interactions with subordinates and clinical leadership a.s 
related to prescribing practices. 

The release of the key findings comes a.s VA’s Deputy Secretary' Sloan Gibson met today with employees and stakeholders in Tomah. 

Go to this highlighted link, foi a siimmafv ('f Phase One Cliiiiciui Review Findings. 

nnn 
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DEPARTMENT OF 
VETERANS AFFAIRS 


Memorandum 


Date: March 10,2015 

From: Interim Under Secretary for Health 

Subj: Summary of Phase One Clinical Review Findings, Tomah, Wl 
To: Secretary 
Thru: Deputy Secretary 


1 . In January 2015 you directed me to lead a comprehensive review of medication prescription 
practices at the Tomah VA Medical Center (VAMC) and to report back in 30 days. 

2. On January 23, 2015, I convened a clinical review team consisting of nine clinicians and other 
subject matter experts from across VHA to “ assess the practice patterns, controlled substance 
prescribing habits, and administrative interactions with subordinates and clinical leadership as 
related to prescribing practices” at the Tomah VAMC. 

3. The team submitted a report summarizing its findings on March 4, 2015. Based on a review of 
computerized medical records of eighteen (18) patients, the team found unsafe clinical practices 
at the Tomah VAMC in areas such as pain management and psychiatric care. More specifically, 
six of 18 cases revealed that patient harm (examples of falls) that could be at least partially 
attributable to prescribing practices (multiple CNS depressants and/or high dose opioids); nine 
of 18 lacked evidence of changing the treatment plan in the face of aberrant behaviors; and 
twelve of 18 demonstrated extensive use of opioids and benzodiazepines. 

4. The team made specific findings relating to overall opioid utilization at Tomah and other VHA 
facilities, noting that 11.5% of Tomah patients receive opioid medications as compared to 14.6% 
of patients VA wide. The team also found that Tomah patients were 2.5 times more likely than 
the national average to be prescribed opioids greater than 400 morphine equivalents per day 

(1 .08% vs. 0.42%), and were also more likely than the national average to be prescribed opioid 
doses between 200-300 morphine equivalents per day (1.53% vs. 1.2%). With respect to the 
use of benzodiazepines and opioids concomitantly, which is discouraged due to risks of 
complications, the team found that Tomah VAMC was almost double the national average 
(20.4% vs. 11.7%). 

5. The team also found that an apparent culture of fear at the facility compromised patient care 
and impacted staff satisfaction and morale. Based on these preliminary findings, the team 
recommended that VHA consider a more in-depth evaluation of the clinical and administrative 
practices at the Tomah VAMC. That additional review is now ongoing, 
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Carolyn M. Clancy, MD 
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disabilityrights I WISCONSIN 

i Protection and advocacy for people with dtsabiUtie'S. 


March 30, 2015 
Tomah, Wisconsin 

Joint United States Senate Home Land Security and Governmentai Affairs Committee and House 
Veterans Affairs Committee Hearing; Tomah VAMC: Examining Quality, Access, and a Culture of 
Over-Reliance on High-Risk Medications. 


Dear Chairman Miller, Chairman Johnson, Senator Baldwin, and distinguished members of Congress 
from Wisconsin and Minnesota: 

My name is Daniel Idzikowski. I have the honor of serving as the Executive Director of Disability 
Rights Wisconsin, the Protection and Advocacy system for people with disabilities, including mental 
illness in the state of Wisconsin, 

Thank you for holding this joint hearing in Tomah, Wisconsin, visiting our local Veteran's 
Administration facility, and listening first-hand to the accounts of abuse and neglect that have 
resulted in tragic consequences for Wisconsin's honorable veterans and their families. As you have 
heard from today's testimony, a lack of proper investigation, monitoring, oversight, and 
accountability compounded this tragic situation. As Chairman Miller noted, this lack of oversight, 
monitoring, and accountability is, unfortunately, not limited to the VA facility in Tomah, Wisconsin, 

When questions regarding the treatment of veterans in VA facilities first came to the attention of 
Congress, Representative Ron Kind met with local officials at the Tomah VA facility in his district to 
learn of any deficiencies. His inquiries were met with an assurance that there were no problems at 
the local VA, Local officials, under pressure, failed to disclose that any investigation of the facility 
was underway, or that an Inspector General's report had already been issued. Representative 
Kind's efforts were thwarted because officials within the Veterans Administration itself conducted 
the investigation and told local officials not to reveal this report to a member of Congress, As you 
have heard, the VA Office of Inspector General's report regarding the Tomah VA concluded with no 
substantiated findings, despite a pattern of deaths from overdose over many years at the facility. 

While we cannot bring back the lives lost or correct the harm done, we can move forward to 
ensure independent investigation, monitoring, oversight, and accountability of Veterans 
Administration facilities across our nation. You already fund a system that, given the proper 
authority and resources, can provide veterans, their families, the general public, and members of 
Congress with an independent voice, investigative access, and vigorous monitoring and advocacy. 
This system ~ which is free of any conflict of interest, government entanglement, or responsibility 
for service delivery; which already has special access authority and investigative powers granted to 
it by Congress in all state administered facilities, including state operated veterans facilities; whose 
mission is to protect and advocate under just these types of circumstances - is the federally 
mandated and governor-designated Protection and Advocacy system for people with disabilities. 


MADISON MILWAUKEE 


RICE LAKE 


131 W. Wiison St. 
Suite 700 

Madison, Wl 53703 


6737 West Washington St. 217 West Knapp St. 
Suite 3230 Rice Lake, Wl S4868 

Milwaukee, Wi 53214 


608 267-0214 414 773-4646 

608 267-0368 FAX 414 773-4647 FAX 


disabiiityrighu'vvi.ory 


715 736-1232 
71 S 736-1252 FAX 


800 928-8778 consumers & family 
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March 30, 2015 
Tomah VA Hearing 

Disability Rights Wisconsin Testimony — page 2 


Disability Rights Wisconsin already serves as an independent investigator, monitor, and effective 
advocate for persons treated in state and local mental health facilities. Just this past month, the 
Milwaukee County Mental Health Complex celebrated the closure of its long-term housing unit for 
people with developmental disabilities, placing its last resident in an appropriate and supported 
community placement. Last year, the Wisconsin state legislature vested new oversight authority in 
an independent Milwaukee County Mental Health Board. A new administrator, focused on 
improving the quality of care, specifically the quality of medical care received by the thousands of 
patients served by Complex, was appointed. She has begun the process of reaccrediting the facility. 
All of these changes came in large part due to persistent advocacy by Disability Rights Wisconsin 
and, as was the case at the Tomah Veteran's Hospital, after a series of tragic deaths due to medical 
negligence and mismanagement. Disability Rights Wisconsin's thorough and independent 
investigation and the report it commissioned in 2012 brought to light the scope of these problems 
at the Complex and tipped the scales for permanent change. 

Often our access, presence, and authority to bring action as the Protection and Advocacy system 
can prevent such tragedies from occurring. Because we are not embedded in either state or federal 
government we can exercise this role independently on behalf of the patients and members 
served. We can access state facilities unannounced and speak with patients, residents, staff and 
administration unfettered by regulatory constraints. We can sue to prevent abuse and neglect and 
advocate for change to otherwise incorrigible systems. And we can represent individuals with 
disabilities, including mental illness who all too often are forgotten and left behind when decisions 
affecting their lives are made. But today, in 2015, we are locked out of veteran's facilities. We 
simply do not have the same independent investigative and access authority in federal facilities, 
such as the Tomah Veteran's hospital, that Congress has granted to us over state facilities. This 
provides veterans with inadequate and unequal protection under the law. While we can investigate 
abuse and neglect in a state run veterans home, we cannot do so in a federal Veterans 
Administration hospital. This simply does not make sense, is not fair to veterans, and must change. 

Let me be clear, our national network is ready to work with you to extend the investigative, 
monitoring, and access authority of the Protection and Advocacy system to federal veterans 
facilities and to establish and fund an independent Protection and Advocacy program for veterans. 

Thank you for your time and opportunity to submit this testimony. I would be pleased to answer 
any questions you might have regarding this important opportunity to expand protection and 
advocacy for veterans who have so ably served our country in our nation's armed forces. 

Daniel Idzikowski, Executive Director 
131 W. Wilson Street 
Madison, Wisconsin 53703 

dan.idzikowski(5idrwi.org 

(608) 267-0214 ext. 221 
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Prepared Statement of Linda Simcakoski 

"Tomah VAMC; Examining Quality, Access, and a Culture of Overreliance on High-Risk Medications" 


My name is Linda Simcakoski, I'm Jason Simcakoski's mom. This is Just a summary of important 
issues, as I understand them. 

Today is March 30*’’, which is to the day, 7 months that my son died at the VA Tomah facility. 
Worst day of my life. ! can't get out of my mind the day he died, as my husband Marv and I 
were on our way to Tomah. As we drove we were waiting for a call from the Tomah VA, as to 
where they were going to transfer Jason, by air. No one called so we called them, just to make 
sure we were not driving way out of our way. When they informed us to come to the Tomah 
building, same building Jason was staying in, and to drive slow, we knew he was gone. I felt like 
jumping out of the car and running, running, and running. I don't know where I was going to 
run, but I didn't want to go to Tomah. I didn't want to hear the worst thing a parent could 
hear. 

I would like to tell you who my son was. He was an outgoing, positive, determined individual 
who could put a smile on your face, even on your worst days. He made friends easy, he had 
many. I always felt that he was going to go far and succeed as a young adult; he had a lot going 
for him. No matter what he did, he gave it a 100%+, and that was why he joined the Marines. 
He felt this was the toughest of the military to join and he wanted it. 

It was so hard to see him, as he was, in the past few years. Opposite of who and what he was 
both mentally and physically. He became this individual who was very un-motivated, and 
withdrawn. His funny, sense of humor part of him changed, he was not "Normal". He always 
said he just wanted to be normal. He went from this physically fit marine who was always 
working out, to the individual sitting or sleeping on the couch, overweight, His normal weight 
was about ISO and he weighed 254 when he died. He wouldn't buy many clothes as he was 
embarrassed about his size. The only thing he bought was shoes, many shoes, and that was 
because it was the only thing that stayed the same. This was extremely hard for him; he didn't 
want anyone to see him like this. He avoided going out in public as much as he could. This was 
truly not my son Jason. 

Jason went to the VA Tomah facility on and off, when he would have issues with his 
medications, Marv and I always thought the VA was over medding him and express our 
concerns, but nothing really changed. He did get a new doctor. Dr. Davis, and we met with her, 
Marv, Jason and 1. She told us that she didn't agree on the med's Jason was on, he should only 
be on a couple of meds. She would be working with him on reducing the meds, which should 
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also help with his weight issue. We left that day and felt great, that someone finally is listening 
to us. We really thought this was going to be a big break/change for Jason. 

Things were okay at first and then Jason began to struggle, anxiety issues, etc. It seemed that 
he needed to take pills to wake him up and give him energy for the day, and then he needed to 
take pills to relax him and help him sleep at night. Jason went back to the VA Tomah facility for 
help, as he hated feeling like he did. He knew he needed help, he didn't want to feel like this 
(all medded up), and he wanted HELP. Help to feel like he used to, normal as he called it. 

Jason never got the help that he deserved. Jason along with Marv and I, trusted the doctors at 
the VA Tomah facility as they are supposed to be the professionals, they should know howto 
treat these veterans. How could you give patient medications that could stop them from 

breathing? He was there right at the Tomah facility and he died under their care, not from a 

heart attack, stroke, or brain aneurism but from meds, meds that they prescribed. How could 
this happen????????? 

Now reading reports and hearing stories of what has been going on for years makes me sick!! 
How could this happen, how many veterans have died or are messed up on drugs because the 
people in charge of the VA are too busy doing nothing? How many patients have to die before 
someone indicates there is evidence of wrong doing? 

There's a lot of finger pointing going on with Senators missing reports, etc. doing nothing. It's 
sad nothing was done, but it's not too late to fix the problem with the VA. Too late for my son 
Jason, but not the other veterans. If anyone is to blame, it's some of the staff members at the 
VA Tomah facility that were responsible for my son Jason's death. And don't tell me that no 
one is responsible, no wrong doings found. ...that's not acceptable! 

It's time that we change things for our Veterans. They should have good quality care, not 
second hand. If no one steps forward and speaks out for them, then nothing will change. And 
it will be Just a matter of time that this will happen to another family, another veteran. 

Comments: 


1. The Tomah VA facility indicates they have made changes, changes to redirecting some 
of the more highly opiate patients to a different doctor, etc. (only high opiates?) What 
are the guidelines for who qualifies? After finding out how many meds my son was on, 
he should have been top candidate. Also, who oversees those different doctors, is it not 
the Chief of Staff? 
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2, The control of opiates/meds on computer systems is a start, but who will be monitoring 
this? The problem is not always the system but the people controlling the system. In 
the Tomah case people complained for years on how bad things were, but people in 
charge looked the other way. Tomah needs to have new management in order to 
correct this problem. They decided to do nothing for all these years. They had many 
chances to fix all of the problems and did nothing, they are responsible. The veterans 
and all of their families need a good place to go...A CHANGE IS NEEDED NOW, not years 
from now. 

3. I understand there is no simple fix for chronic pain that fits everybody. Not sure why my 
son was getting pain meds, he didn't have any injuries that he needed pain meds. He 
indicated he had high anxiety his last few weeks, but never mentioned anything about 
pain. My son's autopsy had high levels of multiple drugs (not just opiates) in his system, 
is the investigation looking into the over-prescribing of all drugs or just opiates? 
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Recommended Changes to the VA 


2/15/2015 


1) The policy needs to change in the Mental Health area that when doctors are adjusting a 
patient's meds they should have to check on this patient daily while he or she is inpatient. 

2) There should be a meeting at each VA facility every 6 months (or more if needed) with a group 
of family members and VA officials to discuss changes that should be made. 

3) Doctors should not be protected by the VA for Malpractice, they should have the same policy as 
public hospitals. 

4) All doctors practicing in a VA facility must have a license for the state they are practicing in. 

5) Nurses and all other staff members should have input in regards to the patients they are 
attending to. They should be able to express their concerns regarding a patient to the doctor, 
working together to correct problems, if any, 

6) The VA needs to have the same protocol nationwide so they don't have patents cherry picking 
hospitals that are over medicating there patients. 

7) Only the doctor in charge of handling the patient should be able to prescribe medications, in 
their name. Other prescribed medications should only be from another doctor in emergency, or 
if the primary doctor is not available. 

8) For patient's that have addition problems. Doctors should not be allowed to send more than a 
two week supply of addicting Meds to these patients. 

9) If the VA hospitals can’t take care of a patient that needs more care, they should be allowed to 
go anywhere they need, to get that care. 


10) VA should not be able to investigate the VA when there are complaints. This should come from 
an outside source. 
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statement of Gail Mackie 

Our son joined the Wl National Guard at age 17 to protect his country, protect American's 
freedoms and "be the best he could be". For over 17 years he was a great soldier, Pat was a 
hard working mechanic with the National Guard and a greatly loved father of 4 girls. He has 
sought medical care and psychiatric care through the Tomah VA and now every day he faces 
the loss of his military career, loss of his marriage and kids and the loss of the very freedom he 
fought for. 

Recently the internal investigation of the Tomah VA showed that there were unsafe clinical 
practices in pain management and psychiatric care and that practitioners took no action to 
change treatment plans even when patients displayed "aberrant behaviors." Aberrant being 
defined in the dictionary as "straying from the right course". We wonder If our son is one of 
these soldiers. Pat went from a good soldier, hardworking mechanic at the National Guard and 
loving father of 4 girls to a suicidal criminal in about 13 months. All of this occurring while 
under both inpatient and outpatient care with the Tomah VA psychiatric department. Patrick 
has had many diagnoses given to him over this period of time beginning with depression and 
anxiety to alcoholism and then onward to bipolar, post traumatic stress disorder(PTSD) and 
traumatic brain injury (TBI), He was tried on many medications and combination of 
medications some of which were beyond the recommended dosages. The side effects of these 
medications were a lot of what we were seeing in his behavior; mood changes, worsening 
anxiety, headaches, agitation, irritability, confusion, memory loss, hallucinations, inability to sit 
still, lack of coordination, dizziness, panic attacks and suicidal thoughts. Although we notified 
the VA of the things that were happening and how his behavior was changing nothing was 
done. Although the doctors would tell Pat that alcohol should not be taken with these 
medications, they knew he was drinking and did nothing to help him. By the way he was acting, 
something had dramatically changed in Pat's head. We now wonder if his legal troubles and 
problems with the military arise from the mismanagement of the treatment of his PTSD, 
overmedication, toxic combinations of medications and lack of practitioners to respond to 
family complaints of his "aberrant behavior". 

Currently our son in at the Tomah VA. He has been there since February of 2014. He has the 
option of staying at the VA and not leaving the grounds or sitting in jail until upcoming court 
appearances. He has been through the substance abuse (SA) program and the PTSD program 
and although we think that he is much better than previous hospitalizations at the VA he has 
yet to try to live back in society, I had always believed that our son would get the care that he 
needed from the VA but now I think that the VA has caused his loss of freedom and our loss of 
years with our son due to their negligence with his psychiatric care and drug 
mismanagement. If the practitioners at the VA had managed our son correctly we believe that 
he would never have gotten into trouble with the law and he would still be a National Guard 
soldier today. It is a sad statement in his life and ours that he fought for our countries 
freedoms and now due to lapses in his mental health care he may lose his own freedom. 
Sincerely, 

Gail Mackie 
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March 30, 2015 

JOINT OVERSIGHT FIELD HEARING at TOMAH VA MEDICAL CENTER in TOMAH. WISCONSiN 
House Committee on Veterans' Affairs & Senate Committee on Homeland Security and Government Affairs 

VA-WIDE HEALTH. SAFETY, AND OVERSIGHT ISSUES HIGHLIGHTED BY OCCURRENCES AT TOMAH VA HOSPITAL 

Written statement submitted by Constance A. Walker, Captain, United States Navy (Retired) 

As a veteran with over 23 years of active naval service culminating In duty as a Naval inspector 
General; as an advocate for Post-911 veterans and family members since 2005; and as a VA- 
designated primary caregiver for my son, a 100% disabled veteran of our war in Iraq, thank you for the 
opportunity to submit a written statement and propose Questions for the Record (QFRs) for 
Congressional leaders' and the Committees' consideration today. 

The tragedy of any veteran's death due to mixed prescription drug toxicity, particularly as a 
psychiatric in-patient in a VA Medical Center, cannot be overstated. Events In Tomah, Wisconsin 
demand a thorough and timely investigation with meaningful follow-up action to ensure that 
responsible parties are held accountable and necessary changes are made at the Tomah VA Hospital. 
Continuing focus by Senator Tammy Baldwin, Representative Ron Kind, the House and Senate 
Committees on Veterans' Affairs, and the Senate Committee on Homeland Security and Government 
Affairs will remain key to ensuring that meaningful and appropriate action is taken by VA Central 
Office, VISN-12, and Tomah VA Hospital leadership to correct conditions leading to last week's hearing 
in Washington, D.C. and today In Tomah; and to effect positive and lasting changes in clinical and 
administrative practices at this VA hospital. 

At the same time, I urge Congressional leaders and Committee Members here today to consider the 
following information and proposed QFRs from a viewpoint that extends beyond Tomah to include 
not only VA hospitals and clinics across the nation, but also non-VA pain management and mental 
health care providers approved by the VA; either through the Veterans Access, Choice, and 
Accountability Act of 2014, VA fee-basis authorizations, or VA contracts awarded to non-VA health 
care entities or agencies. 

Veterans, families, and their advocates across the country have rightfully applauded the passage of 
H.R. 203, the Clay Hunt Suicide Prevention for American Veterans (SAV) Act, and its enactment Into 
law on February 12, 2015. At this time, however, no funding has been authorized to carry out the 
Act's provisions and future funding is not assured. Meanwhile, a plethora of scholarly reports and 
articles in the popular press point out the urgent need for Improved oversight, monitoring, and 
coordination of care for veterans treated by VA and non-VA providers who are prescribing opioids for 
pain management and benzodiazepines (BZDs) for mental health disorders such as depression, 
anxiety, Post-Traumatic Stress Disorder, Military Sexual Trauma, Substance Use Disorder, and other 
conditions. 

A sampling of the literature Includes: 

GAO VA or DOD-VA Health Care reports released in 2012, 2013, and 2014, ’'Management and 
Oversight of Fee Basis Care Need fmpravement" lGAO-13-441j; "Improvements Needed in 
Monitoring Antidepressant Use for Major Depressive Disorder and In Increasing Accuracy of 
Suicide Data" [GAO-15-55]; and "Medication Needs During Transitions May Not Be Managed 
for All Servicemembers" {GAO-13-261 
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House Committee on Veterans Affairs hearing transcript, "Between Peril and Promise: Facing 
the Dangers of VA's Skyrocketing Use of Prescription Painkillers to Treat Veterans" [GPO Serial 
No. 113-39, 20131 

Department of Health and Human Services: "Benzodiazepines in Combination with Opioid 
Pain Relievers or Alcohol: Greater Risk of More Serious Emergency Department Visit 
Outcomes", SAMHSA Drug Abuse Warning Network (DAWN) Report, December 2014 

"Risks, Management, and Monitoring of Combination Opioid, Benzodiazepines, and/or 
Alcohol Use", released as a NiH Public Access Manuscript from the July 2014 issue of 
Postgraduate Medicine 

There is wide consensus that opioid painkillers and BZDs are highly addictive and potentially lethal 
when over-prescribed or prescribed in combination without active, consistent monitoring and 
Integrated pain and mental health case management and oversight. With that in mind, proposed 
QFRs follow. 

QFR ft 1; What Is VA's protocol for monitoring opioid and BZD prescription management for veterans 
being treated by non-VA providers through the Veterans Access, Choice, and Accountability Act of 
2014, and through other non-VA provider arrangements approved by the VA (e.g., individuai Fee-Basis 
Authorizations or VA approved contracts? 

QFR # 2: Recognizing that the Clay Hunt SAV Act is presently an unfunded mandate: In order to 
ensure timely and comprehensive system-wide evaluation and reporting, will the Government 
Accountability Office be tasked to conduct a VHA system-wide review of opioid painkiller and BZD 
prescription policy and procedures, and the consistence of their enforcement (actual practice) at VA 
hospitals and clinics? if such an evaluation is approved, will GAO also assess the level of collaborative 
and coordinated pain management and mental health case management oversight for veterans 
receiving prescriptions of opioids and BZDs from VA providers and VA-authorized non>VA providers? 

QFR ft 3: Will the VA confer with subject matter experts like those testifying at last week's hearing In 
Washington, DC; from Kaiser-Permanente, Johns Hopkins Bloomberg School of Public Health, and the 
Drug Control Division of the Connecticut Department of Consumer Protection; to improve VA policies, 
procedures, and treatment options for pain management, and to resolve gaps in VA reporting to 
states to improve prescription monitoring of opioid painkillers and other addictive drugs? 

Thank you for your tireless commitment to seeking the best possible health care and treatment 
outcomes for our veterans and their families, and for the opportunity to offer proposed QFRs in 
support of the vital issues discussed here today. 


Respectfully submitted. 


Constance A. Walker, MSEd; CAPT, USN (Ret.) 

Madison, Wisconsin 

608.285.5431 

cawalker010@charter.net 
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Post-Hearing Questions for the Record 
Submitted to Dr. Noellc Johnson 
From Sen. Tammy Baldwin 

“Tomah VAMC; Examining Quality, Access, and a Culture of Overrcliancc on High-Risk 

Medications” 

March 30, 2015 

1 . Lin Ellinghuysen, the Acting President of the local AFGE union that represents Tomah 
VA employees, states in her testimony, which will be entered into the reeord, that, “The 
most vulnerable employees in this type of destructive workplace culture are those with 
temporary appointments and recent hires still on probationary status because they have 
very limited protections against retaliatory terminations, suspensions and other 
unwarranted personnel actions. Management has targeted these employees with the 
fewest rights to set an example for other employees with permanent status and send a 
strong signal as to what will happen to them should they decide to speak up or disagree 
with care given to veterans.” Ryan and Noelle - both of you were employed at the 
Tomah VA for under a year. You both experieneed retaliation for your whistleblowing. 
Would you say that your experience is the norm at the Tomah VA? When someone 
rocked the boat or questioned Dr. Houlihan’s authority at the VA, what usually 
happened? 

I absolutely feel this was the norm at Tomah, specifically in regards to Dr. Houlihan. I was 
warned by many pharmacists including the previous Chief of Pharmacy Dr. Jim Due, Staff 
Pharmacist Kaleen Larson RPh, Virginia Schroeder RPh, Dan Hanson RPh, Dave Dettle RPh, 
and Clinical Pharmacists Dr. Richard Schroeder and Dr.Laureen Savage-Chambers that if I 
question Chief of Staff Dr. David Houlihan’s MD prescriptions that 1 would be fired or at least 
he would make my life very difficult. They gave me many examples of previous employees that 
were forced to resigned or have been fired for questioning one of Dr. Houlihan’s prescriptions. 

I did witness one of the out-patient providers Dr. Zakia Siddiqi MD be forced to resign for 
refusing to write a narcotic order for a chronic pain patient who’s urine drug screen did not test 
positive for oxycodone on more than one occasion. It is well known by many at the Tomah VA, 
especially among pharmacist that if you value your job Dr. Houlihan was not be questioned. Dr. 
Houlihan would go as far as giving his personal cell phone number to the Veterans and when you 
would question the prescription the patient would call him in front of you so he could yell at you 
to fill the prescription and quit questioning him. He blamed another pharmacist for the suicide of 
a patient that she was helping treat as she requested he obtain a urine drug screen prior to the 
next opioid renewal. When the patient found out he needed to provide the sample and he could 
not pick up his medication until that was done he committed suicide that night. Dr. Houlihan 
encouraged the family to file a Federal Tort Claim against the pharmacist and then proceeded to 
continue to harass the pharmacist for questing the situation and requesting the urine drug screen 
be obtained. The Federal Tort claim was dismissed, however the pharmacist felt forced to resign 
to escape the continued mental and verbal torture she was receiving from Dr. Houlihan. 
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Below is a statement from my Office of Special Council compliant. Outlined are some of the 
instances that happened to me and the repercussions for questioning Dr. Houlihan. 

Friday 1 1/21/08 1 was the “hot seat” pharmacist. This pharmacist fills the window prescriptions 
for the patients that are waiting at the pharmacy. I received a prescription for Morphine Sulfate 
IR (i.e. immediate release) 15mg 7 tabs every 4 hours, 2 tablets three times daily prn (i.e. as 
needed) #1080 for a 30 day supply written by Dr. Houlihan. 1 quickly reviewed the patient 
profile in his medical record CPRS (i.e. computerized patient record system) to get a better 
assessment of what the indication for the short acting narcotic pain medication was for and to 
assess the type of pain being treated as well as other medications the patient had previously 
failed. This patient had somatic pain from a previous healed fracture of the T12, in addition to 
neuropathic pain with radiculopathy. After this brief assessment of the patient my initial clinical 
judgment was to question the short acting agent of choice and the quantity that was prescribed. 
After having experience working as a clinical pharmacist in a pain clinic at the VA in Columbus 
OH, I clinically felt this patient’s pain was not being properly treated. Strictly treating a patient 
w'ith only short acting medication is not the standard of care. 1 felt this patient would benefit 
from a long acting narcotic, a NSAID (i.e. non-steroidal anti-infiammatory drug), and a 
medication to appropriately treat his neuropathic (i.e. nerve pain) pain. 1 felt the short acting 
immediate release morphine was inappropriate monotherapy. The prescription was due to be 
filled on 1 1/24/08. The prescription was early, so 1 felt I had time to look into the patient’s 
medical records to better formulate a recommendation for the provider, 

I asked many of my colleagues including Clinical Pharmacists Dr. Laureen Savage-Chambers, 

Dr, Richard Schroeder, Dr, Margaret Hyde, and Dr. Erin Narus, and they felt the prescription 
was inappropriate as well. 1 was told not to question the order because it was from Dr. Houlihan 
and he doesn’t like pharmacists questioning his orders. I was told by multiple clinical and staff 
pharmacists if I question the order and try to make recommendations he did not agree with, then 
he would try to fire me or at least make work impleasant for me. 1 discussed the prescription with 
multiple pharmacists and 1 asked how the prescription had been getting filled thus far. The 
responses I received were statements such as, ‘T’m sick of fighting with Dr. Houlihan,” or “I’m 
not calling Dr. Houlihan, 1 don’t want to have to fight with him about anything today. ..good luck 
with that,,. I’m glad I’m not you.” or “Last time I called and questioned an order. Dr, Houlihan 
called the previous Chief of Pharmacy Dr. Jim Due and told him I was trying to cause a 
problem.” 

I took the prescription to the new Chief of Pharmacy Dr. Erin Narus to review the prescription. 
She agreed the patient needed to be on a long acting narcotic medication as well as possibly an 
NSAID and a medication to treat the neuropathic pain. While I was in Dr. Naurs’s office I 
received a call from Dr. Locker MD who wanted to know' if a pill identification had been done as 
he believed this particular patient had brought his own immediate release morphine sulfate from 
home and was taking this in addition to the immediate release morphine we were giving him 
while he was admitted to the VAMC. This would have been a direct violation of the patient’s 
pain contract. Dr. Locher wanted to let Dr. Houlihan be aware of this violation before Dr, 
Houlihan wrote a new prescription for immediate release morphine upon discharge 11/21/08. 

The medication should have been taken away from the patient and locked up in inpatient 
pharmacy as this is standard protocol. This however did not happen. Dr. Locker spoke with Dr. 
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Houlihan about his concerns with the patient and his over use of this short acting pain 
medication. I spoke with Dr. Locker and Berry Emerk PA-C about the pili identification. While 
on inpatient unit 400 observation, I showed the two providers the prescription. Both providers 
said, “We are glad our name isn’t on the prescription.” This in addition, added to my concerns 
about the appropriateness and safety of the prescription. The patient has built a large tolerance to 
this medication, which happens very quickly with short acting analgesics, and is now taking 
more than prescribed. This patient will likely continue to require more and more medication as 
he builds tolerance and dependence. Is this a case of pseudo addiction because the patient’s pain 
is not properly treated? Due to the fact the patient had been an inpatient for a few days and was 
receiving immediate release morphine in the hospital and was requesting the prescription early 
the patient should have had enough medication to cover through the weekend and therefore was 
not going to be without any medication. 

My plan which was discussed and agreed upon with Dr, Narus was to go through the patients’ 
medical record more in depth and devise a plan to help convert the patient over to a long acting 
narcotic medication and start to taper the short acting immediate release morphine. I consulted 
with the Board Certified Pain Specialist, Dr. Sanhaj and Clinical Pain Pharmacist, Dr. Staci 
Jackson that I previously worked with in my residency to reinforce the decision to request this 
patient be converted to a long acting narcotic and how to safely go about converting someone on 
such a large unsafe dose. 

I did not have time to thoroughly go through the patients chart until Monday morning 
1 1/24/08. All weekend long I dreaded having to make this phone call. 1 was afraid to call Dr. 
Houlihan to discuss this case after everything my colleagues had told me, I even lost sleep over 
it. 1 woke up multiple times and went over my game plan how I could tactfully and 
professionally approach this situation and make a recommendation to Dr. Houlihan to help him 
treat this patient without upsetting him, but that would safely and effective treat the Veteran. 

First thing Monday morning I met with Dr. Narus and reviewed my plan with her. I asked her 
how to approach Dr. Houlihan knowing it was going to be tough situation. She gave me some 
advice on how I could broach the subject. I had to give myself a pep talk just to pick up the 
phone. I have never been afraid to contact a provider to question an order or provide a 
recommendation before because that is my job and I know it is in the best interest of the patient. 

I called Dr. Houlihan’s nurse Susan Schmitt and she told me he was with a patient. I told her I 
had a question in regards to an order, but it was an in depth question so he could call me back at 
his earliest convenience. The nurse ended up transfemng me to Dr. Houlihan. I told Dr. 

Houlihan that my name was Noelle I was one of the pharmacist and I had a question in regards to 
the immediate release morphine order for this particular patient, I asked if Dr. Locker had spoken 
with him in regards to this patient taking his own morphine while admitted to the V A as an 
inpatient. Dr. Houlihan said he spoke with Dr. Locher, Dr. Houlihan said, “This patient did not 
take his own morphine while he was here.” I told him I had looked through the patient’s medical 
record and saw that he had somatic pain as well as neuropathic pain with radiculopathy. The 
patient had been on long acting morphine in the past. Dr. Houlihan said, “He wasn’t tolerating 
the medication.” I said, I read in the chart he was taking more than prescribed, not that he wasn’t 
tolerating the medication.” I then said I think this patient would benefit from a long acting pain 
medication would you consider starting him on another long acting narcotic medication. I was 
thinking methadone. It is a good medication for patients with somatic and neuropathic pain. This 
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is where Dr. Houlihan began to get upset. He started to get very stem and short with his answers 
and he starting raising his voice. He said, “The patient has addictive properties so methadone 
would cross the lines to addictive treatment which would need a special license.” (Methadone for 
addiction requires a special license. Methadone for chronic pain management does not). Dr. 
Houlihan then asked me, “What is the bottom line, what are you really trying to say?” 1 said, “1 
clinically don’t feel comfortable filling this prescription, 1 really feel the patient needs a long 
acting medication. Where are you going to go with this patient’s medication regimen? The 
patient is going to just keep building up tolerance and greater dependence. Are you just going to 
keep increasing the dose?” Dr. Houlihan responded by yelling, “I’m sick of you pharmacist 
questioning my prescriptions. By questioning my prescription you are questioning my clinical 
judgment and my authority, thus by doing so are putting my license in jeopardy!” I said, “I am 
not trying to question your clinical judgment; I am trying to help the patient and you come up 
with the best way to safely and adequately treat this patient’s pain.” Dr. Houlihan said “Yes you 
are, you are questing my clinical judgment and how 1 treat my patients. Someone has to see these 
patients and it is me,” I said, “I was told you are the only one who sees the chronic pain 
patients.” Dr. Houlihan said, “Yes, I am the only one who can. If you don’t want to fill this 
prescription and you want to question me all the time than you can be the one to find these 
patients a new Dr. to see them. How are you going to do that? No one else is going to see them! 
Are you going to see them?” I said, “I would like to work with you to help find the right pain 
regimen to treat this patient.” Dr. Houlihan responded by telling me what needed to be done was, 
the prescription needed to be filled. I replied by telling him, “I do not feel comfortable filling the 
prescription and I will not do so. I would find you another pharmacist to fill the prescription, but 
my name will not be on the prescription because it is not in the best interest of the patient.” Dr. 
Houlihan said he would be speaking to Dr. Narus about this situation. 1 told Dr, Houlihan that 
was fine Dr. Narus was aware of the situation. Dr. Houlihan hung up the phone, 

I instantly starting crying after hanging up the phone. I felt very attacked. I as well as the other 
pharmacists do not deserve to be treated like that. I as well as my colleagues deserve to be 
treated with respect, dignity, and civility. 1 believe Dr. Houlihan behaved in an unprofessional 
and threatening manner. I now know what the other pharmacists were talking about and why 
everyone is afraid to recommend any changes to Dr. Houlihan. I don’t feel I should have to be 
afraid. 1 feel that 1 did what was right. I stood up for patient safely, my ethics, and protected my 
license. Filling that prescription was not clinically in the best interest of the patient. I feel I had 
every right to question the prescription and not fill it based on my clinical judgment. The 
technician Mrs. Toni Johnson was standing next to me filling narcotic prescriptions during my 
phone conversation with Dr. Houlihan. Mrs. Johnson wrote a statement to attest to my 
professionalism. 

I tried to give the prescription to another pharmacist so they may have the opportunity to fill the 
prescription if they chose to do so based on their own clinical judgment. The other staff 
pharmacists refused to fill the prescription as well once I had questioned the order. The 
prescription was filled by Dr. Narus. After the phone call I went to the clinical pharmacy office 
for support from my fellow colleagues. They also agreed the prescription was inappropriate and 
that Dr. Houlihan acted in an unprofessional manner. I then filed a grievance with the union in 
regards to this matter. The Inspector General was contacted in regards to a different matter. 
Shortly after this incident Labor and Management had a meeting. In this meeting Dr. Houlihan 
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stated, “A pharmacist turned me into the Inspector General.” 1 never at any point in time 
contacted the Inspector General. 

I was nominated by Performance Improvement Leader Tracey Lane to be the chair of the Tomah 
VAMC pain committee due to my background working in a pharmacist run pain clinic in 
conjunction with a board certified pain specialist while in my residency at Chalmers P. Wylie 
VA Ambulatory Care Clinic in Columbus, OH. The interim Chief of Pharmacy at that time was 
Dr. Erin Narus who decided the pharmacy was too short staffed for me to spend the time 
necessary to be the chair of the pain committee; however, she decided I would be the pharmacy 
representative for the committee. After questioning the first prescription 1 was kicked off the 
committee by Dr. Houlihan. He told the Union Steward, Diane Streeter that I acted 
unprofessional in regards to this specific patient matter. Diane stated, “She was not 
unprofessional and she has a witness who wrote a statement stating she maintained her 
professionalism,” At this time Ms, Streeter stated she had tried to bring up the issue of starting a 
pain clinic and using me as an integral provider in the clinic. Per Ms. Streeter, Dr. Houlihan 
stated there will never be a pain elinic in this facility and if pharmacy takes over pain 
management then patients will start dying. If this happens patients will bring their guns to 
pharmacy and start shooting. After this incident I was told by Dr. Narus and Service Line 
Manager, Jeff Evanson that I was no longer to call Dr, Houlihan, 1 was instructed to fax him my 
recommendations because he is unable to control his temper and faxing w'as Dr. Houlihan’s 
prefen-ed method of contact. 

On 12/12/08 1 received a prescription for a Controlled Schedule II narcotic printed on a white 
piece of paper from Dr. Houlihan. This prescription was a work order copy, Any employee that 
had computer access could have printed this prescription off CPRS. At this time the Tomah VA 
required all CII prescriptions to be hand written by the provider on the green prescription pad 
assigned to each individual provider. Some VA’s were transitioning to using the computerized 
form of a CII prescription. This prescription was printed as a work order, not a computerized CII 
prescription. As far as I and the other pharmacists were aware we were still requiring the green 
prescription copy. I tried paging Dr. Narus multiple times and did not get a response. The patient 
was waiting for the prescription to be filled and was irritated it was taking so long. I decided to 
go to Dr, Houlihan's office to ask his secretary to have Dr. Houlihan rewrite the CII on the green 
copy. Dr. Houlihan’s office door was open and he heard me talking to his secretary. Dr, 

Houlihan came running out of his office yelling at me. He said, “This is a legitimate prescription 
and I will not rewrite the prescription. He yelled I am so sick of you fucking pharmacist! I want 
to speak to Erin Narus immediately!” He marched down to out-patient pharmacy and I paged Dr. 
Narus again to come to the pharmacy. Dr. Narus and Jeff Evanson came to the pharmacy and had 
a meeting with Dr. Houlihan in the back. I went back to filling prescriptions and 1 could hear Dr. 
Houlihan maligning me. I was never brought into the discussion to defend myself. As it turned 
out Dr. Narus and Dr. Houlihan had made a prior agreement that Dr. Houlihan would start to 
write the CII prescription on the computerized from due to a previous confrontation he had a 
week prior with another pharmacist in regards to misspelling a patients name 3 times. This 
change was not communicated with any of the pharmacists. The prescription still had to be 
rewritten as requested due to the fact it was a work order, not a prescription written and printed 
correctly from CPRS. On 12/15/08 Dr. Narus handed out a new hard copy guideline exclusively 
for Dr. Houlihan 
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February 2009: New Chief of Pharmacy Dr. Tom Jaeger and Dr. Savage-Chambers attend a 
Medical Executive Meeting. In this meeting Dr. Houlihan again told everyone that I turned him 
into the Inspector General. Both paities told Dr. Houlihan that I did not turn him into the 
Inspector General. 

February 6'*' I had a meeting with Dr. Jaeger and Union Stew'ard Diane Streeter. This meeting 
W'as to discuss the verbal threat Dr. Houlihan made in the Labor and Management meeting. In 
this meeting Dr. Jaeger gave me sugge.stions of agencies to contact with my concerns. He gave 
me the paper work for the Inspector General and JACHO. Dr. Jaeger explained, he thought 
JACHO was the be.st avenue to pursue for reporting the unsafe practices of Dr. Houlihan. 

At this point Dr. Jaeger assigned me to the VISN 12 (regional level) Pain Committee. I was also 
assigned as the leader of the Opioid Work Group by Tracey Lane from performance 
improvement which I was later removed from. 

On March 9"', 20091 received a prescription from Dr. Houlihan for Methylphenidate Sustained 
Release 120mg/day. The max dose of this narcotic stimulant medication is 60mg daily. I 
reviewed the patient’s medical record and discovered the patient had previously been on this 
dose. I also noted the patient had a strong cardiac history. I did not feel this was a safe dose for 
the patient. This medication is a lipid soluble medication. If given too high of a dose the 
medication could over saturate the enzymes used to break the medication down and therefore 
build up in the patients system and potentially cause harm such as a cardiac arrhythmia due to 
the stimulant properties. I faxed Dr. Floulihan and asked if the dose could be reduced or if the 
medication was not beneficial at a lower dose if he could choose an alternative agent for the 
patient. Within a couple of days Dr. Houlihan wrote a new order for the same dosage and 
commented on the prescription, “Pt is a large man, fill as is.” This medication is not weight 
based for adults. Dr. Savage-Chambers and I resourced with colleagues at the VA in Madison to 
see if any doses greater than 60mg have ever been filled. One prescription had been filled for 
70mg, other than that dose above 60mg had not been filled. I consulted with many of the clinical 
and staff pharmacists and they all felt the medication dose was unsafe. I gave the prescription to 
my previous Interim Chief of Pharmacy, now Out-Patient Supervisor Dr. Narus who also agreed 
the medication dose was unsafe. Dr. Narus was going to talk to Dr. Houlihan. A lew days had 
gone by and nothing had been done with the prescription. Dr. Narus was called away from work 
for personal reasons. I received a call in clinic from one of the out-patient staff pharmacist 
Kaleen Larson, RPh. She stated, “The patient is coming to pick up his Methylphenidate and Erin 
would like the prescription to be partialed until further clarification from Dr. Houlihan. I want 
nothing to do with this prescription you need to eome over to out-patient and fill this 
prescription.” Dr. Narus had written directions on the prescription to give a 7 day supply. There 
was also a yellow note .stuck to the prescription that stated I was to tell the patient to only take 2 
tablets twice daily until further clarification from Dr. Houlihan. There were two separate 
problems at hand. It is illegal to partial a CIl narcotic prescription unless you do not have 
sufficient quantity to dispense the total and then you only have 72 hours to dispense the 
remaining or the rest of the prescription is null and void. It is also illegal and unsafe to tell the 
patient to take different directions then what is written on the bottle or what the provider has 
prescribed, I was not going to illegally partial a prescription and I was not going to tell the 
patient to take different directions than what the Dr. had prescribed. Dr. Jaeger was out of the 
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office and now so was Dr. Narus. 1 brought the prescription to my Service Line Manager, Mr. 
Jeff Evanson who is not a pharmacist or licensed professional. Mr. Evanson’s response was, 
“Why are you trying to cause trouble?” 1 explained that I wasn’t trying to cause trouble, that this 
was an unsafe dose for the patient and 1 was not going to illegally fill the prescription as I had 
been asked to do. He stated, “Why are you trying to throw Erin under the bus?” I again explained 
that was not my intention, but the patient was coming to get the prescription at the pharmacy and 
neither Dr. Narus nor Dr. Jaeger where available. 1 was not going to fill the prescription at the 
unsafe dose. I was unwilling to fill it illegally and the other pharmacists were not going to fill the 
prescription either. Mr, Evanson responded by saying, “If Dr. Houlihan said to fill the 
prescription you will fill it. You have no right not to!” I responded by saying, “I am an 
individually licensed pharmacist, I am 50% liable for anything that happens to that patient. I in 
good conscience cannot fill that prescription just because a provider thinks that I should. It is my 
job to make sure that prescription is safe for the patient to take. If something were to happen to 
this patient 1 am liable and I am not willing to compromise patient safety and my ethics. Mr. 
Evanson and 1 continued to debate the issue for over an hour. Mr, Evanson stated, “How dare 
you claim to be an expert! He asked, why have the other pharmacist filled the medication so 
far?” I explained that the other pharmacists told me they were told not to question Dr. Houlihan’s 
prescriptions and they were afraid they would be fired if they made a recommendation he did not 
agree with. 1 then told Mr. Evanson that Dr, Houlihan could fire me, but 1 was going to stand up 
and do what was right and safe for the patient. I was not, and will never be willing to 
compromise patient safety and my ethics, Mr. Evanson responded by saying, “Houlihan doesn’t 
have the authority to fire you, only 1 can make that decision.” The conversation ended by Mr. 
Evanson asking to speak with my Clinical Coordinator Dr. Schroedcr. Dr. Schroeder, Dr. 
Savage-Chambers and Union Steward Peggy Burke attend a meeting with Mr. Evanson. Both 
clinical pharmacist supported and clinically agreed with my decision. Dr. Savage-Chambers 
wrote the error up in our good catch log. This is a log of provider errors that are kept track of. 

The patient did not receive the medication that day. When Dr, Narus returned she spoke with Dr. 
Houlihan and the order was changed to 60mg total daily dose. 

After this incident Dr. Jaeger asked me to write a standard operating procedure (SOP). He 
wanted me to write a procedure that stated if the provider disagreed with the clinical 
recommendation that we had to fill the prescription as is. If the pharmacist documented they 
clarified the prescription then the liability was no longer placed on the pharmacist. 1 disagreed 
with this and did not feel comfortable making the SOP without legal advice. I called the Iowa 
Board of Pharmacy. They advised me that the pharmacist is still liable for those prescriptions 
even if there is documentation of clarification. They advised me to not fill anything that was 
unsafe for the patient. They also recommended I contact Inspector General as it seemed we had a 
problem in the Tomah VAMC, I gave Dr. Jaeger this information and wrote the SOP 
accordingly. 

March 30*'’, 2009 Janice Waldstein a NP from the Wausau Community Based Out-Patient Clinic 
emailed Dr. Jaeger to compliment my professional abilities and report our positive interactions 
over the previous 5 months she had worked in the CBOC. Dr, Jaeger responded by saying, 
“Thank you for the feedback. I agree that Noelle is an exceptional pharmacist. It is always nice 
to get this sort of feedback to assure her that her work is appreciated. Thanks.” 
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May 12*'’, 2009 1 attended the Tomah VAMC pain committee meeting. While in this meeting the 
new chair of the committee Dr, Whiteway MD told us that some key stakeholders would be 
having a meeting in regards to a proposal for starting a pain clinic. He named some of the key 
stakeholders which included himself, Deb Frashcr co-chair, Dr. Houlihan, Associate Chief of 
Staff, Dr, Picca MD and then he said, “And your colleague Dr. Margaret Hyde. 1 don’t know her. 
Why would she be asked to attend?” 1 didn’t explain the situation at the current time as there 
were many people around and it was not the appropriate time or the place. After the meeting T 
explained to Dr. Whiteway that Dr. Houlihan and I didn’t exactly see eye to eye. I gave him 
some of the examples of the prescriptions I felt were unsafe for the patient and consequently 
refused to fill, as well as some other examples of questionable practices. 1 also explained that 
another clinical pharmacist Dr. Margaret Hyde had been consulting with Dr. Houlihan on some 
of his pain patients. Dr, Whiteway told me he received an email that said 1 was not to attend the 
meeting and that he was to find another pharmacist. At this time Dr. Houlihan named Dr. Hyde. 
At this time 1 told Dr. Whiteway and Deb Frashcr NP that if Dr. Houlihan is unwilling to work 
with me that it might be in the best interest of the patients and the committee if I step down. 

They agreed and Deb Frasher told me that 1 could work from behind the scene to help the 
patients and Dr. Hyde, Approximately seven months prior Dr. Hyde approached me in front of 
Dr. Savage-Chambers and asked me to teach and guide her in relation to managing diabetic and 
chronic pain patients. 

May 1 5 ”’ , 2009 I then set up a meeting with Dr. Jaeger and Dr. Hyde. At this time we all agreed 
for consistency purposes it needed to be the same person on all committees and clinics. 1 told Dr. 
Jaeger and Dr, Hyde that if the support wasn’t there from the Chief of Staff to be on the pain 
committee and in the pain clinic, then I didn't feel 1 should be following the individual pain 
patients that I had been making recommendations on. They both agreed and Dr, Jaeger assigned 
Dr, Hyde to all the committees in my place. 1 then gave Dr. Hyde a list of the few patients I was 
still following for specific providers. She agreed to take over the monitoring of these patients. 
Most of these patients W'ere now stable so they could have been sent back to primary care. 

May 27 "' , 2009 I received a prescription from Dr. Houlihan for a prescription that was written 
for l,447mg of Morphine equivalent. This was a 100% increase in dose for this patient. I knew 
this patient was a difficult patient and that Dr. Hyde was working on this patient with Dr. 
Houlihan, 1 reviewed the medieal record with Dr. Savage-Chambers and there was no 
documentation at the time as to why Dr. Houlihan was increasing the dose 100% or that the plan 
was to admit the patient for observation on June H'. Dr. Hyde did not have a pager at the time 
and was in an infectious disease meeting. The patient again was waiting so I called Dr. Hyde in 
her meeting. 1 asked Dr. Hyde why they were doing 100% increase, T said, "In most cases a 
100% increase at such a high dose is contraindicated. Why would Dr. Houlihan do a 100% 
increase if a 25% increase would have been beneficial. Dr. Hyde then raised her voiced at me 
and said, “You don’t know what you are talking about, 1 have been in practice a lot longer than 
you. Just because you worked in a pain clinic doesn’t mean you have seen everything. The 
patient increased the dose 100% on his own!” The prescription was then filled. Five minutes later 
1 saw Dr. Hyde in the hallway. She stated, “They are going to admit that patient for observation 
on Monday.” 1 then asked her why we gave him a 30 day supply of a narcotic medication at that 
dangerous dose if he was going to be admitted as an inpatient in 4 days, especially if he was self- 
escalating his dose. I also told her after looking back at his refill history that even at the 100% 
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increase he should still have enough medication to last until Monday, Dr. Hyde then walked 
away. The patient was not admitted on Monday June 

Beginning of June I was contacted by Drug Enforcement Administration; DEA investigator 
Thomas Hill and asked to comply with his investigation regarding Dr. JJoulihan, I agreed to meet 
with Mr. Hill (414-839-5682) and did so on June 6th, 2009. 1 met with Mr. Hill and my parents 
at my apartment in Tomah for about 2 hours. I gave Mr. Hill examples of about 10 of Dr. 
Houlihan's patients and the unsafe narcotic prescriptions he was prescribing. The examples 
included the unsafe doses, duration, and quantities of these nareoties which are listed in this 
report, in addition to examples I was not specifically involved with. We also discussed the 3 
unexplained deaths at the VA over the last couple of months. All of which were Dr. Houlihan's 
patients. I gave Mr. Hill the names of another pharmacist and private physician who wished to 
help in Mr. Hill's investigation. Mr. Hill informed me the Attorney General would likely be 
speaking with me. He said he would be asking for an immediate suspension of Dr. Houlihan's 
DEA License, 1 was advised not to fill anything I did not feel was safe for the patient or anything 
that was outside of the normal scope. Mr. Hill informed me he would be in contaet, 

June 8"', 2009 I received a prescription from Dr. Houlihan for the narcotic 
Dextromethamphetamine Sustained Release 30mg three times daily. This is usually a once daily 
medication. It could at times be a twice daily medication if it wasn’t lasting long enough, 
however it should not be used three times a day. The short acting medication is used three times 
daily instead. Like the Methylphenidate prescription the max dose was 60mg/day. It has very 
similar pharmacokinetic properties. I again felt uncomfortable with the dosage and the duration. I 
initially filled the prescription because I was so sick of fighting. By the time the prescription got 
to the front of pharmacy I felt so guilty and afraid it may harm the patient, 1 took the prescription 
back and discontinued the computer order because my name was on the prescription. I kept the 
hard copy intact. I brought the prescription to the attention of Dr. Savage-Chambers for advice. 
She agreed the prescription was not appropriate. At this time I went back to the pharmacy to 
speak with the patient. The patient said he was taking the medication because he could not focus. 
This patient had a diagnosis of schizophrenia and that was the indication listed in his medical 
record. This medication is cautioned in such patients especially at high doses. It can cause 
hallucinations and mania and the studied dose was listed as 1 Omg daily per multiple drug 
references. The patient presented with both of these symptoms. The patient had enough 
medication to last until the 1 1"' so I told the patient I did not feel comfortable dispensing this 
medication and there was a question in regards to the safety of his dose. I wanted to look into 
more research before making a decision. The patient was in agreement with this plan, however 
his wife got very upset and called Dr. Houlihan’s nurse Susan Schmitt. In the meantime, Dr. 
Savage-Chambers had sent an email to Dr. Jaeger asking if the medication could be reviewed by 
Dr. Picca who is the head of Pharmacy and Therapeutics Committee as Dr. Houlihan was out of 
the office. In the meantime Dr. Houlihan’s nurse eallcd me and told me I was to fill that 
prescription and that Dr. Houlihan was not available for consultation. I told her I was aware, and 
the prescription was going to be reviewed by Dr. Picca. She said, “Dr. Houlihan would not be 
happy about this and you should just fill the medication as the patient has been on this dose 
before.” I explained to her again, 1 was not going to fill the medication until I could look into the 
toxicology further to make sure it was safe for the patient. 
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I asked Dr. Narus if she would fill the prescription, she declined. She agreed it should go to Dr. 
Picca for review. The next day I started looking into the toxicology information and more in 
depth in the patient’s medical record. I observed a note scanned into this patients chart from an 
outside physician. This physician claimed to be following this patient for his chronic pain. The 
outside physician was prescribing long acting narcotic OxyContin twice daily for the patient. 

The patient had a recent drug test and he tested positive for methadone, another long acting pain 
medication. This patient claimed that he was on methadone a long time ago. The patient never 
received methadone from any VA. The medication is very long acting, however it should not 
show up in a urine drug test after about 3-9 days after discontinuation depending on length of 
therapy and varying references. The patient also claimed he was taking his amphetamine “prn” 
The provider asked the patient to come back and do another drug test. The patient did not have 
one done, so the outside provider was discontinuing his OxyContin. Dr. Houlihan wrote 
OxyContin for this patient three times daily. I started to look at the refill dates listed in the letter 
scanned from the outside provider and the dates the patient was getting OxyContin from the VA. 
The refill dates were only a week or two apart for a 30 day supply. The patient was again in 
violation of his pain contract and this allowed me to believe the patient was diverting the 
narcotics and taking other narcotic prescriptions illegally. In addition, this same patient left his 
cell phone in pharmacy by accident. The Staff Pharmacist, Dave Dettle, RPh picked up the phone 
and on the other end a man was trying to buy medication from this patient’s phone. 

I printed this information and highlighted it and gave it to Dr. Jaeger who decided to still fill the 
prescription as is per Dr. Picca’s request on June 12'''. When 1 gave the information to Dr. Jaeger, 
he just looked at me and said, “Whatever!” 

June 16"’, 2009 at 4:10pm Dr. Jaeger took me in his office and said, “You are going to be fired as 
of 4:30pm today. They were going to fire you on Friday June 19"', but for some reason they are 
going to fire you today instead.” He proceeded to tell me he thought that 1 was a wonderful 
pharmacist and I was just too progressive for this place. I was going to make a great clinical 
pharmacist for some other facility. He stated, “1 will write you a letter of recommendation and I 
will stand up for you. 1 will defend you.” He proceeded to give me his cell phone number and his 
personal email. Dr. Jaeger then told me, “If you let them fire you than you will be deemed unfit 
for federal employment and 1 don’t want to sec that happen so 1 hope you will resign. You have 
to make a decision by 4:30pm today.” 1 asked, “Why am I being fired.” Dr. Jaeger told me there 
were some reports of contact. I asked, “From whom?” He stated, “1 was one of them, 1 didn’t 
mean it, and 1 tried to take it back, but it was too late. 1 wanted to take the report of contact back, 
but it was taken off of the Interim Service Line Manager Susan Robinson’s desk.” He then 
proceeded to explain that neither Susan Robinson nor he knew that 1 was going to be fired. Dr. 
Jaeger stated, “I thought there was going to be a performance improvement plan made,” Dr. 
Jaeger then stated, “Please don’t let them fire you.” Dr. Jaeger then asked if I wanted him to 
write my letter of resignation. I agreed, and he wrote my letter of resignation on his computer. 

He replaced his information on a pre-written letter of resignation with my information, he then 
stated, “I’m resigning as of June 26"’. I am not going to put up with this. What happened to you 
was wTong. I don’t want to work for an organization like this. 1 am done with the Federal 
Government forever,” I then w'ent to Susan Robinson’s office to hand in my resignation and she 
told me 1 needed to go to Dave Deehant’s office in human resources. 
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1 proceeded to Dave Dechant’s office accompanied by Union Stewards Diane Streeter and Peggy 
Burke. I gave Dave Dechant my resignation form. Dave then said, “You do not have to make this 
decision to resign or be terminated until June 30* I then took my resignation form back. He 
proceeded to give me a memo of separation. 1 asked Dave for an explanation of wfhy I wfas being 
terminated. He stated, I was in my probationary period and based on “performance issues” I was 
not going to become a permanent employee. Dave gave me eopies of two reports of contact. One 
was from Dr. Margaret Hyde and the other was from Dr. Tom Jaeger. 1 asked Dave how this 
could be done. I was never given a verbal or written warning on anything and both of my 
performance evaluations were fully successful. The reports of contact were not verified and w'ere 
not truthful. Dave responded by saying, “It doesn’t matter they didn’t have to warn you because 
you are still in your probationary period.” I later discovered my probationary period end date w'as 
July 6* 2009. At that point in time I was to return to work the next day. Peggy Burke and Diane 
Streeter asked for me to be given one day of authorized absence to pull myself together before 
returning to work. 1 then proceeded to the union office where I received a call from Dave 
Dechant. I was then granted authorized absence until June 30* and 1 had to hand in my keys and 
badge. At this point all of my computer access was terminated. Later that evening I had a 2 hour 
phone conversation with Dr. Jaeger, Dr. Jaeger told Dr. Ashmus, my mother MAJ Johnson, and 1 
that he felt coerced into w’riting the report of contact and if he could, he would take it back. He 
agreed to write a retraction statement. 

June 17* M.AJ Johnson, Dr. Jaeger, Union Steward Diane Streeter and 1 had a meeting. Dr. 

Jaeger again stated he did not know who fired me. He stated, “Neither Susan Robinson or 1 fired 
you." He also stated again, “1 felt coerced into writing the report of contact and if 1 could, 1 
would take it back,” He said, “1 will be glad to WTite a retraction statement.” Dr, Jaeger also 
stated at this meeting Dr, Houlihan still thinks I turned him into the Inspector General. At this 
time Dr, Jaeger also reported, “I think Dr. Houlihan acts like he is on a cocaine high.” 

June 17* I had a meeting with Human Resource Coordinator Dave Dechant, MAJ Johnson, and 
Union Steward Diane Streeter. Dave Dechant told us that 1 turned Dr. Houlihan into the 
Inspector General. I again told him I never turned Dr. Houlihan into IG. Dave Dechant said, 

“You were fired based on a committee decision compiled of upper management.” He would not 
say who made up this committee or divulge who made the actual decision for termination. He 
did report it was not Susan Robinson who brought him the reports of contact. I also asked for the 
VHA directive that states a probationary employee can be fired without any verbal or written 
warning. Mr. Dechant was unable to provide such a VHA directive for probationary employees. 
Mr. Dechant stated he contacted Milwaukee Human Resource department who was also unable 
to provide such documentation or any directive related to termination of a probationary 
employee. 

June 17”’, Dr. Houlihan called a meeting with the two least senior pharmacists, This included Dr, 
Heather Ashmus and Out-Patient Staff Pharmacist Rebecca Bell. In this meeting he 
professionally slandered me by discussing the terms and conditions of my termination as well as 
the differences we incurred. He advised that if they value their job, they would not question him 
like I did. He fabricated information by telling them 1 threw papers in his face and that he was a 
Board Certified Pain Specialist. He told them he was not the one who “pulled the trigger” on me. 
These were interesting choices for words considering Dr. Houlihan threatened about patients 
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shooting the pharmacist who took over pain management while in a labor management meeting 
with Union Steward Diane Streeter. 

June 18‘'' Dr. Jaeger resigned from the Tomah VA. Per Dr. Ashmus, Dr. Jaeger stated I’m done 
with this place, I’m not ever coming back. I will not stand around and take the fall for Noelle’s 
termination. 

June 23’^*' I had a meeting with Associate Director Sandra Gregor, Human Resource Coordinator 
Dave Dechant, and Union Steward Kurt Hass. Sandra Gregor reported I was fired based on the 
reports of contact and the recommendation from Chief of Pharmacy Dr. Tom Jaeger. Dave then 
gave me a copy of a new report of contact that Dr. Jaeger had written. This stated he would not 
retract his previous report of contact. He stood by his decision that my performance was 
considered unsatisfactory due to refusing to fill multiple prescriptions. 

I told Sandra Gregor I would like to write a report of contact on the professional slander Dr. 
Houlihan had made. She re.sponded by saying, “That is your word against his and the other 
pharmacist.” I said exactly! I was fired for reports of contact that were falsified and never 
verified. 1 was never given verbal or written warning, or the chance to defend my position. She 
then stated, “I stand by the decision for termination.” Immediately after my termination and Dr. 
Jaeger’s departure the pharmacist who wrote one of the reports of contact Dr. Hyde was 
appointed to the position of Acting Chief of Pharmacy. 

Not only is reprisal the norm at Tomah VA in regards to Dr. Houlihan, many of the mid level 
and executive level management continued to condone and join in the retaliation with Dr. 
Houlihan. They compromised their ethics to do as he said and maintain employment. Once this 
has occurred the lies and reprisal continued at all levels to cover the mistakes and errors made by 
those in administration. The management practices at the Tomah VA are unacceptable. Despite 
all who knew about the dangerous practices both clinical and administrative at the Tomah VA, 
no one has been willing to hold any of those employee’s accountable. The facility has created an 
atmosphere of intimidation and fear of reprisal in which they have made examples out of several 
employees, This has led to further retaliation, reprisal, fear, and continued patient harm. The 
Inspector General’s report did substantiate that pharmacist uniformly were fearful to question Dr. 
Houlihan or any of his prescriptions due to fear of reprisal. This toxic culture of fear is the worst 
possible scenario. If the medication expert who dispenses the medication and is supposed to be 
the last safety check is too afraid to do what is right and safe for fear of reprisal, that is when 
patient safety is compromised. This was demonstrated by several examples of patient harm and 
overdose. The treatment provided to Jason Simeakoski is a prime example of this at all levels. If 
providers, pharmacy, and nursing would not have been fearful of retaliation or losing their job 
perhaps someone would have stood up and stopped those prescriptions from being dispensed and 
administered. The culture of fear at the Tomah VA contributed to the preventable tragedy of 
Jason Simeakoski deaths as well as many others. The corruption at the Tomah VA runs very 
deep. Those who w'ere w’illing to compromise patient safety and their ethics will continue to do 
so, I fear true reform is impossible as so many unethical practices have occurred and Veterans 
will continue to suffer the ultimate price. 
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Post-Hearing Questions for the Reeord 
Submitted to Mr. Ryan Honl 
From Sen. Tammy Baldwin 

“Tomah VAMC: Examining Quality, Access, and a Culture of Overreliance on High-Risk 

Medications” 

March 30, 2015 

1 . Lin Ellinghuysen, the Acting President of the local AFGE union that represents Tomah 
VA employees, slates in her testimony, which will be entered into the record, that, “The 
most vulnerable employees in this type of destructive workplace culture are those with 
temporary appointments and recent hires still on probationary status because they have 
very limited protections against retaliatory terminations, suspensions and other 
unwarranted personnel actions. Management has targeted these employees with the 
fewest rights to set an example for other employees with permanent status and send a 
strong signal as to what will happen to them should they decide to speak up or disagree 
with care given to veterans,” Ryan and Noelle - both of you were employed at the 
Tomah VA for under a year. You both experienced retaliation for your whistleblowing. 
Would you say that your experience is the norm at the Tomah VA? When someone 
rocked the boat or questioned Dr. Houlihan’s authority at the VA, what usually 
happened? 

Answer: 

I think a good solution for increased protections for whistleblowers is to reduce the probationary period 
which is currently I year for most employees (I believe 2 years for some clinicians although I may be 
incorrect with that) to a 90 days probationary period. There has to be some sort of period to judge the 
competence of new employees that allows for their removal if they prove deficient. It could coincide with 
the training period which is essentially 90 days since a new employee gets a 30 day and a 90 day formal 
review from management. longer probationary periods only allow for a potentially corrupt management 
to abuse the system and terminate an employee who comes in new and reports wrongdoing, In my case, if 
it had been a 90 day probationary period, I most likely would have stayed knowing that I would have had 
protections through any OIG investigation since they all go longer than 90 days. In the case of Dr. 
Kirkpatrick who committed suicide after being terminated within his probationary period months after he 
reported wrongdoing about narcotics over prescribing, it would have saved a life as proven by his final 
plea to the union of making sure it never happens to anyone again. Right now the system gives full 
protection to wrongdoers while those who simply raise concerns about patient harm and safety are left to 
the wolves. 
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Department of Veterans Affairs 

Office of Inspector Genera! 
Washington DC 20420 


MAY 1 5 2015 

The Honorable Ron Johnson 
Chairman 

Committee on Homeland Security 
and Governmental Affairs 
U S. Senate 

Washington, DC 20510 
Dear Mr. Chairman: 

Enclosed are the Office of inspector General responses to the post-hearing 
questions from the March 30, 2015, hearing “Tomah VAMC: Examining Quality, 
Access, and a Culture of Overreliance on High-Risk Medications." Thank you for 
the opportunity to testify and provide the requested additional Information. 


Sincerely, 



Deputy inspector General 



Enclosure 
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Post-Hearing Questions for the Record 
Submitted to Dr. John D. Daigh, Jr. 

From Senator Tammy Baldwin 

“Tomah VAMC: Examining Quality, Access, and a Culture of Overrefiance on 
High-Risk Medications” 

March 30, 2015 

1. Heather Simcakoski testified to two important points that I would ask you to directly 
answer; 

a, Jason Simcakoski did inform Tomah VA Police about sales of prescribed drugs at 
the Tomah VAMC, The OIG also interviewed the Tomah VA Police Chief in the 
course of the investigation. Did any allegations of drug sales ever arise from the 
Chief in your interviews? 

VA OIG Response; The interview between OIG staff and the Tomah VA Police Chief 
did not specifically address allegations of drug sales at the Tomah facility. Following 
this interview, we requested all police reports for the past 3 years of drug sales or 
related events on the Tomah campus. The Tomah VA Police Chief’s staff told us that 
there were no Uniform Offense Reports of anyone selling prescribed or illegal drugs on 
the Tomah VA Medical Center campus. 

b. Jason Simcakoski had service connected PTSD and was prescribed opioids by the 
Tomah VA. His family reported no serious physical conditions requiring pain 
medication. The OIG report states that you did not find documentation that opioids 
were being used to treat PTSD. Can you tell me if Jason Simcakoski was one of the 
patients reviewed by the OIG? 

VA OIG Response: Mr. Simcakoski was not one of the cases reviewed for the 
administrative closure, Healthcare Inspection - Alleged Inappropriate Prescribing of 
Controlled Substances and Alleged Abuse of Authority, Tomah VA Medical Center, 
Tomah, Wisconsin. 
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Post-Hearing Questions for the Record 

Submitted to Dr. Carolyn Clancy, Ms. Renee Oshinski, and Mr. Mario DeSanctis 
From Sen. Tammy Baldwin 

“Tomah VAMC: Examining Quality, Access, and a Culture of Overreliance on 
High-Risk Medications” 

March 30, 2015 


TO DR. CLANCY: 

Question 1; Reports of unexplained deaths of patients at the Tomah VAMC have 
been shared with my office and with the committee at today’s hearing. I am 
requesting that your team investigate the following individuals and the 
circumstances surrounding their deaths; 

Jason Simcakoski 
Angela Colby 
Michael Bobak 
Derik McGovern 
Kraig Ferrington 
Myron Feltz 
Brittany Yarley-Bock 
Jordan Savor 
Chris Vinson Nieves 
Dustin Lenzo 
Robert Marsh 

Three unexplained deaths in the Tomah VA parking lot. 

24 death notice or medical exam calls reported by the Monroe County 911 
Communications Center between January 1, 2010 and February 15, 2015 from 
the Tomah VAMC. Some of these the individuals listed above may be part of 
this count. 

Will you ensure that your investigators look into all of these deaths and the 
circumstances surrounding them? 

VA Response : VA takes very seriously the death of any patient and is committed to 
ensuring that each and every veteran receives the quality care that they have earned 
and deserve. Veterans Integrated Service Network (VISN) 12 conducted a local 
preliminary review of the records for individuals named above, as well as for the events 
reported through Monroe County 911 Communications Center. Tomah VAMC called 
the Monroe County 91 1 Communications Center to request the names of the 24 death 
notice or medical exam calls reported by the Monroe County 91 1 Communications 
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Center between January 1, 2010 and February 15, 2015 from the Tomah VAMC and 
were referred to the Monroe County Medical Examiner’s office that was unable to 
provide those names. In an attempt to find these veterans, Tomah ran a list of all 
autopsies from 2007 - 2014, An external review by clinicians outside of the VA is in the 
process and is expected to be completed by mid to late July. 

In addition, VISN 12 has launched an unprotected, external clinical review of random 
cases for the two providers in question. This is being completed by a team of expert 
clinicians outside of VISN 12. This review is in process and expected to be completed 
this summer. 

The Office of the inspector General is conducting multiple reviews of patients at Tomah; 
however, we do not have a comprehensive list of the patients included in their 
investigation However, we are aware that Mr. Simcacoski's case is included in their 
review. 


Question 2; In Mr. Simcakoski’s testimony, he states that Jason, who had 
service-connected PTSD, was given a 90-day supply of Lorazepam, a 
benzodiazepine. VA’s “Clinician’s Guide to Medications for PTSD” notes that 
these addictive drugs have potentially negative consequences and should be 
used in the short term, for example for 5 days. Frequent reevaiuation for side 
effects is also recommended. 

Dr. Clancy, Marv Simcakoski testified that his son, who suffered from PTSD, was 
given a 90-day supply of lorazepam, which is a benzodiazepine. The VA 
guidelines state that, “because of these potentially negative effects, it is 
recommended that benzodiazepines must be used with great caution in PTSD, 
When they are used, short term use [for example, no more than five days] with 
frequent re-evaluation for side effects is recommended.” According to Mr. 
Simcakoski, Jason’s doctor never reassessed his condition or monitored for side 
effects. Why weren’t the guidelines followed in that regard? 

VA Response : VA takes very seriously any allegation regarding substandard care. 
One of our most important priorities is to keep our patients free from harm while 
receiving care at our facilities. The Office of the Inspector General is conducting 
multiple reviews of patients at Tomah and VA cannot comment on matters under 
investigation because to do so would be premature. 


Question 3: Your clinical review findings for Phase 1 of your investigation into 
the Tomah medical facility found that Tomah patients were 2.5 times more likely 
than the national average to be prescribed opioids greater than 400 morphine 
equivalents per day and were more likely than the national average to be 
prescribed opioid doses between 200-300 morphine equivalents per day. With 
respect to the use of benzodiazepines and opioids concurrently, which is 
discouraged due to risks of complications, your team found that Tomah was 
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almost double the national average. In your opinion, are these prescribing 
practices at Tomah appropriate? 

VA Response : Since the prescribing practices at Tomah are at the core of VA’s 
ongoing investigation, we are unable to offer a formal opinion on the matter at this time. 
However, the clinical review findings for Phase 1 of the VA investigation found mixed 
results in the use of opioids at the Tomah VAMC. From the fiscal quarter beginning in 
July 2012 to the fiscal quarter ending in December 2014 the percent of pharmacy users 
receiving an opioid decreased 6% (2,124 to 1,994 Veterans), while the national 
percentage decreased 13% (679,376 to 587,762 Veterans). The percent change for 
this metric must be considered within the context that Tomah has a lower percentage of 
Veterans receiving an opioid compared to the rest of the VA. The percent of pharmacy 
users receiving an opioid or tramadol who are also receiving a benzodiazepine 
decreased 9% (61 1 to 554 Veterans), while the national percentage decreased 24% 
(122,633 to 93,352 Veterans). The percent of pharmacy users receiving opioids for 
longer than 90 days who also received a urine drug screen to monitor treatment 
increased 36% (453 to 712 Veterans, while the national percentage increased 31% 
(160,601 to 231,856 Veterans). The percent of pharmacy users who are receiving 
doses of opioids greater than or equal to 100 MEDD has not changed (274 Veterans), 
while the national percentage decreased 17% (59,499 to 49,356 Veterans).. 

Question 3(a); Are these prescribing practices at Tomah consistent with 
VHA’s clinical practice guidelines for prescribing opioids; for prescribing 
benzodiazepines; and for prescribing both drugs concurrently? 

VA Response : VA is deeply concerned with and is actively addressing the 
overuse and dependence on opioid medications by Veterans. After many years 
of promoting the aggressive treatment of pain with powerful opioid analgesics, 
the United States is in the midst of an epidemic of misuse and abuse of opioid 
analgesics. The extent and complexity of our nation’s Veterans multiple chronic 
pain conditions, including many severe battlefield injuries associated with blasts 
and co-morbid traumatic brain injury and/or psychological conditions such as 
depression and post-traumatic stress disorder, often make effective pain 
management clinically challenging and increase the risks for complications due 
to both over- and under-treatment with opioids and other therapies. 

Per VHA clinical practice guidelines, the use of benzodiazepines and opioids 
concomitantly is discouraged due to risks of complications, including apnea and 
death. The clinical review findings for Phase 1 of our investigation suggest that 
Clinical Practice Guidelines (CPGs) for chronic opioid therapy may have not 
been correctly followed. However, as previously stated, our investigation is 
ongoing and we are unable to offer a formal opinion on the matter at this time In 
the months following the clinical review findings for Phase 1 of the VA 
investigation at Tomah VAMC, the medical center has been vigorously pursuing 
implementation of the Opioid Safety Initiative (OSi) similar to other VA facilities to 
ensure optimal pain management and to safeguard Veterans from harm inherent 
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in high-risk medications such as opioids and benzodiazepines. The objective of 
OSI is to make the totality of opioid use visible at all levels in the organization 
with a particular emphasis on identifying and remediating prescribing practices 
that place Veterans at increased risk for adverse outcomes. To assist Veterans, 
providers and clinical teams in achieving OSi goals for safer opioid prescribing 
practices, an interdisciplinary VHA Task Force assembled a 15 module, peer- 
reviewed OSI Toolkit that is continually updated as new information becomes 
available, including new evidence-based practices. The OSI Toolkit is accessible 
to all VHA clinicians and disseminated widely and repeatedly through multiple 
communication channels and educational formats to facilitate safe opioid 
prescribing practices. 

Question 3(a)(1): if yes, do you believe the relevant VHA clinical 
practice guidelines should be revised? 

VA Response : We agree that it would be useful to update the guidelines 
with the latest evidence; a Chronic/Long Term Opioid Therapy Clinical 
Practice Guideline Panel is scheduled to begin work in 
September/October 201 5. However, considerable work has already been 
completed in developing specific guidance for safe opioid prescribing in 
the Opioid Safety Initiative Toolkit which has been widely disseminated to 
VHA clinicians. These documents can be found on the VA Pain 
Management Intranet Site, 

http://vaww.va.qov/PAINMANAGEMENT/index.asp . 

Question 3(a)(2): if no, what actions do you recommend to bring 
facilities like Tomah into compliance? 

VA Response : Suggested actions would include a clinical consultation by 
an expert team followed by action plans to establish competent stepped 
clinical care for pain in primary care and in specialty care, as articulated in 
VHA Directive 2009-053. 

The Tomah VAMC and VISN 12 leadership are committed to providing the 
best pain management to Veterans, who need such care. Specific steps 
taken at Tomah in past three months include: 

• Implementation of pain resource folder in computerized medical 
record that is easily accessible to providers; 

• Provider training on how to better leverage VHA’s on-line opiate 
safety tools; 

• Hiring a tracking nurse to help monitor and track Urine Drug Screen 
results and actions as part of a continuous monitoring/monitoring 
maintenance plan; and 

• Provider education: in additional to academic detailing, VISN 12 
has sponsored a pain management workshop on June 3, 2015. 
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Question 4: The interim clinical findings of your investigation found that Tomah 
was almost double the national average when it comes to rates of prescribing 
benzodiazepines and opioids concurrently, an unsafe practice that is 
discouraged due to risks of complications. As Mr. Simcakoski noted in his 
testimony, his son Jason was on so many medications, including a 
benzodiazepine and painkillers, the two of them couldn’t keep track. Ultimately, 
at the time of his death, Jason was on 15 different prescription drugs, including 
anti-psychotics, tranquilizers, muscle relaxants, and opioid painkillers. 

Please explain how this practice is allowed to happen if it’s discouraged 
because it’s so dangerous? 

VA Response : VA takes very seriously any allegation regarding substandard care. 

One of our most important priorities is to keep our patients free from harm while 
receiving care at our facilities. VA cannot comment on matters under investigation 
because to do so would be premature. The majority of the medications prescribed to 
Mr. Simcakoski were classified as pain, anti-psychotic, tranquilizers or muscle relaxant 
and this combination was the primary focus point of the clinical review team 
assessment. It is not unusual to have a combination of medications in the mental health 
setting. However, to mitigate any risks related to a multi-medication regiment, tools are 
now in place to alert providers about periodic reassessment for continuation of therapy. 
The clinical review has also resulted in re-education on the use of panel management 
tools aimed to help providers when further patient review is needed. 


Question 5; What is VA’s protocoi for monitoring opioid prescription and 
benzodiazepine prescription management for veterans being treated by non-VA 
providers - either through the CHOiCE Act, or through non-VA provider payment 
(fee-basis) arrangements approved by VHA? 

VA Response : There is no separate protocol for monitoring opioids and 
benzodiazepines prescribed by non-VA providers. Urgent opioid and benzodiazepine 
prescriptions are filled in non-VA pharmacies by Veterans who can then submit claims 
to VA’s Chief Business Office for reimbursement. Non urgent opioid and 
benzodiazepine prescriptions written by non-VA providers are filled by VA and are 
therefore monitored as part of the ongoing Opioid Safety Initiative. For Choice patients 
who return to VA for care , the clinical record provided to VA by the Choice Third Party 
Administrators is available to the VA provider of record who can monitor opioids and 
benzodiazepines prescribed by the non-VA provider and if necessary, make 
adjustments. Twenty nine VAMCs transmit data to state Prescription Drug Monitoring 
programs, which allows queries to the State database to monitor care for all Veterans, 
including Veterans who receive non-VA care. 
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Question 6; I requested that your investigation team interview every person who 
wanted to speak up during the course of your review. In addition, my staff 
passed along a list of people who wanted to speak with investigators directly to 
your team on the ground in Tomah. 

Has your investigation team interviewed everyone who wants to participate in the 
investigation, including the list of people who my office passed along? 

VA Response : VA takes very seriously any allegation regarding substandard care and 
is cooperating with investigators in regards to the investigation. As there are multiple 
investigations with a variety of focuses, the Office of Accountability Review and the 
Veterans Health Administration are working to ensure a “warm handoff’ between the 
teams and that those that wish to speak directly to the investigators. 


TO MS. OSHINSKI: 

Question 1 : It is apparent to me that VHA lacks clear and appropriate system- 
wide policies and protocols as well as suffers from inadequate oversight of 
individual facilities. The dangerous prescribing practices and the widespread 
retaliation against employees at Tomah have proven that. 

What’s the proper role of the VISN and the VHA to ensure that facilities under 
their management aren’t employing unsafe medical practices? Why didn’t VISN 
12 execute their oversight responsibility in the case of Tomah? 

VA Response : VHA has identified and responded to challenges in pain management 
through policies supporting clinical monitoring, education and training of health 
professionals and teams, and expansion of clinical resources and programs. VHA's 
Pain Management Directive defines and describes policy expectations and 
responsibilities for the National Pain Management Strategy and stepped care pain 
model, which is evidence-based and has been adopted by the Department of Defense 
(DoD) as well. The VHA approach to managing opioid over-use addresses the problem 
of clinically inappropriate high-dose prescribing of opioids with OSI. In addition, VHA is 
working to develop interdisciplinary, patient-aligned pain management with the 
associated competency to provide safe and effective pain control and quality of life for 
Veterans. 

Initiatives like OSI allow VISNs and VHA to identify variances in prescribing patterns as 
well as opportunities for system changes to ensure safe medical practices. In July 
2013, VISN 12 established an Opioid Safety Initiative Steering Committee. Each 
facility, including Tomah, appointed a physician to serve as the facility Opioid Safety 
initiative point of contact. VISN 12 has been involved in the VHA's development of a 
national Opioid Surveillance Dashboard in support of the safety initiative, and expanded 
reporting to include the development of customized reports on opioid management at 
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the facility and provider level. Medical record informatics solutions were also developed 
for provider education and to ensure providers addressed opioid pain care agreements 
and urine drug screens monitoring. 

Facility-level data is discussed at monthly VISN Pain Committee meetings where sites 
share best practices/action plans. VISN 12 further developed supplemental VISN OSI- 
based reports to assist local teams in patient-level reviews. 

In May 2014, VISN 12 conducted a network-wide survey of pain management resources 
and services to help facilitate communication between sites on the development of 
alternative treatment options. Provider education occurred concurrently, with sessions 
on prescribing and process changes. For example, one session was led by a 
psychologist on “How to Set Boundaries with Chronic Pain Patients.” VISN oversight of 
the OSI focused on providing the facilities with the tools and training for the 
development of local action plans. Trending data on overall opioid usage, urine drug 
screens and high dose therapy management serve as a guide for the effectiveness of 
local actions. 

The facility’s expert on pain management for OSI at the T omah VA Medical Center was 
actively participating with the VISN Pain Committee and OSI focus teams. The review 
and action plans for addressing OSI measures were implemented locally and under the 
direction of the facility Chief of Staff. Although local reviews were conducted on high 
dose patient management, the Chief of Staff was responsible for oversight. In 
retrospect, the issues identified have raised concerns about how we approach clinical 
oversight when a Chief of Staff also serves as a significant provider within a medical 
center, As a result of this experience, we are instituting a new process for peer review 
at Tomah. Clinicians from other sites will routinely be involved in these reviews and 
meetings to ensure outside viewpoints which would not be influenced by the reporting 
relationship at the facility, 


TO MR. DESANCTIS: 

Question 1: I wrote to you on April 7, 2014, requesting that you launch a full 
review and investigation into a number of matters under discussion today, 
inciuding the concurrent use of benzodiazepines and opioids. Your reply more or 
less stated that everything was under control, essentially refuting every concern I 
raised with you on behalf of a constituent. In addition, you neglected to inform 
my office that the OIG had just finished a 3 year investigation of the facility and — 
you told me to contact the Tomah VAWIC Associate Chief of Staff, who worked 
under Dr. Houlihan, if I had additional questions. 


In sum, your letter to me said; nothing to see here and then it referred further 
questions about inappropriate prescribing practices to the leadership at the 
center of this controversy. 
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Mr. OeSanctis, in light of the evidence of inappropriate opioid and benzodiazepine 
prescribing and the tragic death of Jason Simcakoski, do you stand by your 
response to me? In retrospect, was everything really under control? 

VA Response : The response provided to your letter of April 7, 2014, was based on the 
best information and data available at that time. We will have a better understanding of 
what changes may be necessary the OIG review of Jason Simcakoski’s case is 
completed, Mr. DeSanctis worked with the Associate Chief of Staff for Mental Health, 
who with other staff, performed in-depth chart reviews of every patient enrolled in 
Tomah VAMC’s residential treatment program for substance abuse in calendar year 
2014 (Jan 1- Apr 8, 2014). Tomah VAMC recognized that there continues to be some 
professional debate and controversy relating to prescribing benzodiazepines in the 
treatment of PTSD, both in terms of general guidelines and in how those guidelines are 
applied in individual cases. The facility also noted the responsibility for individual 
treatment decisions ultimately lies with the attending physician or other provider 
responsible for a Veteran’s care. Their decisions should be informed by the 
circumstances, needs, and preferences of that individual patient, and all the information 
available at the time. We did highlight in our response the importance of the issues you 
raised as it related to our facility, and where we were focusing our improvement efforts 
to address those issues. These improvement efforts included: 

• Tomah VA participation in the VHA Psychopharmacology initiative to provide 
tools to review and drill-down data related to prescribing patterns. This initiative 
was established to also analyze cases with Veterans receiving various 
treatments, including benzodiazepines, correlated with certain diagnoses. 

• The institution of the facility’s Opioid Safety Initiative (OSI) which began in 
January 2014 and the multi-disciplinary Pain Management Committee that was 
charged with implementing the OSI. 

Additionally, at Tomah VAMC, every Veteran’s life is valued and respected. The staff 
and physicians involved and myself wish we could have prevented Jason Simcakoski’s 
death. As of March 20, 2015, Mr. DeSanctis has been detailed to VISN 12, serving as 
the project lead for the implementation of the Veteran's Choice Program across the 
VISN. The results of the OIG review of Jason Simcakoski’s case are still pending, and it 
would be premature to state what could have been done differently until it is completed. 
Once we receive this final report, the findings will be reviewed by our team and we will 
work to resolve the areas requiring improvement. 
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